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Abstract

Problem: Childhood obesity is more prevalent in rural areas, and these areas have fewer
resources to address it. Geographic distance to available resources, health care provider
shortages, parental obesity, and poverty contribute to higher prevalence of obesity in rural
children compared to urban children.
Rationale: Obesity prevention and treatment often requires long-term healthy lifestyle behavior
changes including nutrition counseling and physical activity (PA). It is likely an obese preadolescent will have obesity as an adult, and the likelihood increases if obesity continues into
adolescence. Pre-adolescence provides a window of opportunity to influence healthier PA habits
to prevent overweight (OW) and obesity, thus improving population health in this rural area.
Rural faith-based organizations (FBOs) provide safe spaces for PA and access to groups
experiencing health disparities. The Social Ecological Theory for Health Promotion frames a
health promotion physical activity (HPPA) program for multi-level influence.
Interventions: This DNP project provided a HPPA program to middle school youth in a rural
faith-based organization (FBO). Eight weekly sessions provided a variety of physical activities
along with health promotion topics. Body mass index (BMI) and satisfaction with PA were
assessed. Mean attendance was eight participants per session.
Results: Participant body mass index (BMI) showed very little change in the project timeframe,
although two participants increased BMI from pre- to post-intervention resulting in changes in
percentile rank from OW to obese and healthy weight to OW percentiles. Satisfaction with PA
was relatively stable throughout the intervention with a slight decrease in negative feelings
associated with PA over the course of the program. Participants identified peer support and
encouragement as important in plans to maintain PA post-intervention.
Summary: The DNP project was consistent with available knowledge of obesity prevention and
treatment. Following a “Prevention Plus” concept, the HPPA program in the rural FBO had little
impact on BMI for the short time period of the intervention but provided insight into the
usefulness of FBOs in delivery of HP topics for rural populations and those experiencing health
disparities. Participants reported a decrease in negative feelings associated with PA possibly
leading to increased satisfaction with PA. The FBO may be a vital resource to improve the health
of parishioners through HP topics and activities, including those experiencing health disparities
(DeHaven, Hunter, Wilder, Walton, & Berry, 2004).
Conclusion: In rural areas, FBOs are a vital resource to provide HP activities across all ages,
sexes, races, ethnicities, education levels, and income levels, including those experiencing health
disparities. Collaborative use agreements and public policy including FBOs for structured HP
activities maximizes efficient use of community resources in rural areas to address childhood
obesity.
Key words: obesity, health promotion, faith-based, physical activity, rural, children
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Implementing a Health Promotion Physical Activity Program for Middle School Youth in a
Rural, Faith-Based Organization
Health concerns related to obesity date back to ancient times (Greydanus et al., 2018).
The World Health Organization (WHO) and the Centers for Disease Control and Prevention
(CDC) recognize obesity as a global public health problem (WHO, 2017a). Health promotion
(HP) topics, such as engaging in physical activity (PA), can be important in the treatment and
prevention of obesity (DeHaven, Hunter, Wilder, Walton, & Berry, 2004). This paper reports the
results of a Doctor of Nursing Practice (DNP) scholarly project implementing a health promotion
physical activity (HPPA) program for middle school youth using a faith-based organization
(FBO) in rural Oregon.
Problem Description
Childhood obesity rates in the U.S. are nearly triple those of the 1970s. The CDC
estimates approximately 17% of U.S. children aged 2-19 years are obese (Grossman et al., 2017;
USDHHS, 2017). The National Academy of Medicine (NAM) estimates the annual cost of
obesity-related illness surpasses 190 million dollars in the U.S. (National Academy of Sciences
[NAS], 2012). Rural areas have a disproportionately higher prevalence of childhood obesity
than urban areas with rural children 25% more likely to be obese than urban children (Cohen,
Kraak, Choumenkovitch, Hyatt, & Economos, 2014; Reed, Patterson, & Wasserman, 2011).
Possible contributors to this include increased numbers of children living in poverty, geographic
isolation, and a paucity of health care providers (HCP), specialty services, and early intervention
programs in rural areas (Kelleher & Gardner, 2017).
Obesity is linked to several health consequences in children and adults. Obese children
show evidence of “adult” health conditions, such as hypertension, diabetes, cardiovascular
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disease, early onset of increased cardiovascular disease markers, and insulin resistance.
Breathing difficulties, increased risk of fractures, and psychological effects from weight-based
victimization also occur (Mabry-Hernandez, 2017; USDHHS, 2017; WHO, 2017b). They also
have lower self-esteem and poorer social functioning than non-obese children (Bass & Eneli,
2015). Recommendations for treating and preventing obesity include interventions involving
individual, family, community, and societal levels for successful progress (NAS, 2012). Many
of today’s interventions show relatively small benefits and long-term compliance issues
contributing to continued or recurrent obesity (Stice, Shaw, & Marti, 2006).
The Oregon Office of Rural Health designated Union County, Oregon as a rural county
with a health care provider (HCP) shortage for low income individuals (Oregon Health &
Science University [OHSU], 2019; OHSU, 2018b). Reported health outcomes for the county
show an increased prevalence of adult obesity (27%) compared to urban counties in the state, and
rankings report 21% of the county’s children under 18 years live in poverty (County Health
Rankings, 2017). These possibly contribute to increased prevalence of childhood obesity. The
Oregon Health Authority (OHA) recognizes obesity as the second leading cause of preventable
death and disability for Oregonians (n.d.).
Obese children are five times more likely to be obese adults than normal weight children
(Grossman et al., 2017). Obesity during preadolescence is highly likely to continue into
adolescence and adulthood. Parental obesity correlates with unhealthy weights in children, and
the likelihood of childhood overweight (OW) and obesity increases if both parents are obese.
Research indicates parental knowledge deficits in healthy lifestyle behaviors contribute to this
(Fuemmeler, Lovelady, Zucker, & Ostbye, 2013). In addition, summer months pose increased
risk of weight gain in OW and obese children without structured school activities, and sedentary
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behaviors also increase affecting children living in poverty more (Sepulveda & Hutton, 2019).
Intensive, family-based, holistic interventions potentially decreases long-term burden of disease
in a rural county (Halfon, Larson, & Slusser, 2013). As a first step toward these interventions,
this DNP project provided PA opportunities during the summer months in a rural FBO and
explored the possibility of future nurse-led HP interventions focusing on the prevention of
obesity in children. HP in FBOs may improve the short-term and long-term health of the middle
school youth participating in the intervention.
FBOs are uniquely positioned to provide HP activities in areas with HCP shortages.
Nearly 40% of Americans report attending religious services, and nearly 80% of Americans
report affiliation with a religion (Bopp, Peterson, & Webb, 2012; Campbell et al., 2007;
Peterson, Atwood, & Yates, 2002; Whisenant, Cortes, & Hill, 2014). This DNP project
addressed the problem that childhood obesity is more prevalent in rural areas, and these areas
have fewer resources to address this complex health concern (Reed et al., 2011). The program
utilized concepts from a stage one, or “Prevention Plus”, intervention suggested by Kumar and
Kelly (2017) using the FBO as a vital resource for access to HP in an rural area where residents
experience health disparities.
Available Knowledge
This DNP project sought to translate current EBP guidelines for safe and effective HP
activities in middle school youth to answer the following question: With primary caregiver(s)
permission, will a PA education program/plan, compared at pre-intervention and postintervention, lead to weight loss, maintenance of a healthier weight, and/or improved satisfaction
with PA in two to three months in middle school children?
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Treatment and prevention of obesity in children poses challenges related to age and
developmental level. Recommended options for children include family-based interventions
focusing on alterations in dietary habits and PA levels. A staged approach to treatment includes
starting with least-intensive interventions (e.g. education and counseling) and escalating to
highest intensity interventions (e.g. surgery and pharmacotherapy) (Kumar & Kelly, 2017;
Tucker et al., 2014). The staged approach increases involvement of the interprofessional team
throughout treatment stages.
Stage one, or “Prevention Plus”, interventions consist of family-based lifestyle behavior
modifications, such as increasing fruit and vegetable intake, minimizing or eliminating sugarsweetened beverages, decreasing screen time to less than two hours per day, and increasing PA
to at least one hour per day at least five days per week. Stages two through four include
progressive interventions with increased interdisciplinary health care team oversight, increased
structure in dietary guidelines and PA, and ends with pharmacologic and surgical therapies
guided by pediatric obesity specialists (Kumar & Kelly, 2017; Tucker et al., 2014).
The FBO is a vital resource for a stage one program in a rural area with HCP shortages
(Whisenant et al., 2014). Nurses and other HCPs within the faith community are excellent
resources to provide FBO members with tools and information to improve health and maintain
healthier lifestyles.
This DNP project provided a HPPA program for middle school youth attending a rural
FBO. The literature did not provide specific age range definitions for preadolescent, adolescent,
or middle school youth. For the purposes of this project, the term “middle school children” or
“middle school youth” included children completing the fifth grade through the eighth grade
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(Merriam-Webster, 2019). This encompassed children approximately ages 10-14 years (Stanford
University, n.d.).
Search Strategy
A literature search using key terms of “preadolescent”, “obese”, and “preteen” with
Boolean search operators “AND” and “OR” were used to produce a search strategy in all chosen
databases. Additional search terms, such as “nutrition” and “physical activity” with the Boolean
operator “AND” narrowed results. Geographic subsets, age limits, full-text, and peer-reviewed
subsets provided additional limitations. The search used the Cumulative Index for Nursing and
Allied Health Literature (CINAHL), PubMed, PsycINFO, and Educational Resources
Information Center (ERIC) databases. Additional search terms of “faith-based” and “faithplaced” were used to find additional literature to support implementation in an FBO.
Exclusion criteria included any discussion of weight gain or healthy weight during
pregnancy, toddler, infant, OW, and an intervention aimed at lowering risk or improving
outcomes for a specific clinical outcome (e.g. insulin resistance or risk for developing type 2
diabetes mellitus). Exclusion criteria also included long-term follow-up studies for individuals
previously studied as preadolescents and interventions focusing on video games.
Literature Review
The literature search identified seven articles for review and appraisal (Appendix A).
The appraisal process identified two articles appraised at Level IA, two articles at Level IB, one
article at Level IIB, one article at Level IIIB, and one article as Level IIIC. The Level IIIC
article was excluded from synthesis, as Level IIIC indicates inconsistent results and an inability
to draw conclusions from the data (Dearholt & Dang, 2012).
Synthesis of the Evidence
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Several themes emerged in the treatment of childhood obesity, such as family-based
interventions, nutrition education, grocery shopping guidance, food preparation, PA education
and programs, and environmental components that support active and healthful living (Filbert et
al., 2009; Kumar & Kelly, 2017; Laessle, Uhl, & Lindel, 2001; Lochrie et al., 2013; Stice et al.,
2006; Tucker et al., 2014). The literature supported implementation of a structured PA program
including education about the health benefits of PA (Greydanus et al., 2018; Kumar & Kelly,
2017; Lochrie et al., 2013; Stice et al, 2006; Tucker et al., 2014). It also identified the
importance of community stakeholders working on different levels of influence, such as the
intrapersonal or individual, interpersonal, community, organizational, and policy levels. Schoolbased interventions were often recommended (NAS, 2012).
Multiple studies encouraged involvement of the interprofessional health care team, and
those studies resulted in a higher quality of evidence and less subjectivity in results (Henes,
Collier, Morrissey, Cummings, & Kolasa, 2010; Kumar & Kelly, 2017; Lochrie et al., 2013;
NAS, 2012; Stice et al., 2006; Tucker et al., 2014). Health care teams provided objective data
for review, such as the body mass index (BMI) and BMI z-score, along with reliable and valid
survey tools. In obesity intervention measurement, the major weakness was under- and overreporting associated with self-report tools (Greydanus et al., 2018; Lochrie et al., 2013, Stice et
al., 2006; Tucker et al., 2014).
The literature supported interventions including the interprofessional team for middle
school youth. Rural areas often lack safe physical spaces for PA, and community stakeholder
input was vital for successful community-based and school-based interventions (Cohen et al.,
2014; Filbert et al., 2009). In rural areas, FBOs are a vital resource to provide HP activities
across all ages, sexes, races, ethnicities, education levels, and income levels, including those
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experiencing health disparities. FBOs often have gyms, meeting spaces, and kitchens for
activities along with peer support from others. Peer support was identified as valuable in
sustaining healthier lifestyle behavior changes in FBO HP programs (Campbell et al., 2007;
Peterson et al., 2002; Whisenant et al., 2014).
Gaps in available knowledge included a lack of long-term follow-up, subjectivity of selfreport tools, financial constraints for built environment needs, and a lack of generalizability of
research findings to rural populations (Filbert et al., 2009; Greydanus et al., 2018). School-based
interventions posed challenges related to competing interests and time constraints affecting staff
training and program delivery (Cohen et al., 2014).
Rationale
The Social Ecological Theory for Health Promotion (SET) is a multilevel framework to
address the complexity of obesity interventions (Stokols, 1992) (Appendix B). This theory
posits that successful interventions for behavioral change occur at five levels: intrapersonal or
individual, interpersonal, organizational, community, and policy (White, Dudley-Brown, &
Terhaar, 2016). It depicts the relationship between health behaviors and the levels of influence
to link the individual’s determinants of health with environmental influences on health
(USDHHS, 2017). In obesity prevention and treatment programs, research identified more
successful interventions with longer term benefits when aimed at multiple areas of influence.
This DNP project focused on the individual, interpersonal, and organizational levels of influence
(Kumar & Kelly, 2017; Stice et al., 2006).
Kumar & Kelly (2017) recommend a staged approach to influence personal and
environmental components for successful obesity management in children. The SET supports
this approach to obesity interventions and addresses the complexities and interrelation of the

RURAL PEDS HPPA PROGRAM

8

person to the environment (White et al., 2016). Although the literature frequently identified
parental, or primary caregiver(s), involvement as a cornerstone to successful obesity treatment in
children, this project did not specifically include primary caregiver(s) influence (Filbert et al.,
2009; Lochrie et al., 2013; Kumar & Kelly, 2017; Stice et al., 2006).
In a staged approach, stage one interventions consist of encouraging intake of five or
more servings of fruits and vegetables per day, decreasing or eliminating sugar-sweetened
beverage consumption, limiting screen time to less than two hours per day, and participating in at
least 60 minutes of PA daily (Kumar & Kelly, 2017). With middle school youth, health care
team members provide age-appropriate PA interventions, and nurses in FBOs may provide
education consistent with a stage one philosophy to impact the health status of fellow
parishioners (Campbell et al., 2007; DeHaven et al., 2004; Otterness, Gehrke, & Sener, 2007).
Stage one interventions typically last three to six months, and the child’s progress determines
advancement to next stages. This project followed stage one guidelines in a rural FBO with
oversight from a registered nurse (RN), who was also a member of the FBO. The SET supported
using the FBO to address the organizational level of influence for obesity treatment and
prevention. The project timeframe limited the ability to influence community and policy levels.
Specific Aims
This DNP project aimed to increase PA in middle school youth and assess satisfaction
with PA as an indicator of sustaining PA as a lifestyle habit. This pilot project implemented an
exercise program, assessed BMI changes in middle school youth, assessed satisfaction with PA,
and assessed perceptions of program implementation from the perspective of participants and
FBO leadership.
Context
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Americans value spirituality and religion for their personal well-being (Peterson et al.,
2002). HP interventions in FBOs have resulted in positive effects and indicate peer support and
encouragement as factors for success of FBO HP efforts (Campbell et al., 2007; Peterson et al.,
2002). FBOs may facilitate healthy behaviors and assist members with achieving healthier
lifestyles through interpersonal support and access to HP topics for those who experience health
disparities (Bopp et al., 2012; Peterson et al., 2002; Whisenant et al., 2014). This DNP project
used a rural FBO in a HCP shortage area to implement a HP activity consistent with a stage one
intervention for middle school youth (Kumar & Kelly, 2017; OHSU, 2019; OHSU, 2018b). The
local FBO is a large Christian church with active youth ministries.
Population
According to most recent census data, a majority (93%) of county residents reported
Caucasian ethnicity and 12.4% were between the ages of five and 14 years. (U. S. Census
Bureau, 2018). With the higher-than-state-average adult obesity, 21% of resident children living
in poverty, the correlation between parental obesity, and the shortage of HCPs, middle school
youth may benefit from HP activities in this rural FBO (Fuemmeler et al., 2013; OHSU, 2017).
This DNP project served a rural FBO middle school youth ministry with weekly PA sessions
prior to youth ministry sessions during the summer months.
Organizational Culture and Readiness for Change
A strengths, weaknesses, opportunities, and threats (SWOT) analysis revealed alignment
between the FBO’s mission and vision to serve the community with HP activities. One strength
was the organization’s motivation to serve the community without regard to individual religious
beliefs or denomination of choice. The FBO promotes a mission and core values that include
service to people, honor, generosity, servant leadership, and passion. The church promotes Jesus
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as the message in an effort to call others into a relationship with a loving God (Rural FBO,
2018). The FBO has transportation to help community members attend their events, which is
especially helpful in the middle school youth ministry. The church provided transportation to
and from the weekly sessions. Other strengths include the team-based clergy and a strong
volunteer base for youth ministry. The FBO is actively involved in community events and is
visible to community members.
Possible weaknesses include a lack of documented childhood obesity prevalence rates in
the local area, a non-traditional setting for HP activities, a lack of nursing leaders within the
FBO, a paucity of HCPs in the local area, significant geographic distances for families to travel
to attend sessions, high poverty rates, and physical built environment issues that prevent healthy
eating and exercise habits in the local environment (County Health Rankings, 2018). A lack of
parental involvement in the lives of the children attending the middle school youth ministry
provided an additional identified weakness, which led to challenges obtaining parental consent to
participate. The project had no financial support beyond in-kind donations from the DNP
student and the FBO. Other weaknesses included a lack of health care team members available
for this project and recent pastoral changes. Another weakness included the FBO’s
denomination and how this may prevent other denomination’s members from attending HP
activities. This is also true for individuals who identify with other non-Christian faiths.
Currently, the majority of county FBOs are Christian-based (Association of Religion Data
Archives, 2010).
A Memorandum of Understanding (MOU) outlined an agreement between the FBO and
the DNP student to work together on this project. The FBO operations manager signed the MOU
including the organization’s preferences for reference in future publications (Appendix D).
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Interventions

Common threads in the interventions for childhood obesity include counseling for
nutrition and PA and encouraging increased PA (Grossman et al., 2017; Kumar & Kelly, 2017;
Stice et al., 2006). The DNP project interventions focused on the PA component of obesity
prevention in middle school youth approximately 10-14 years old. The interventions included a
PA program using community resources available to rural children for possible sustainability.
Logic Model
The Logic Model guided project implementation and visually depicted planned
interventions and the relationship among inputs, outputs, activities, and outcomes for this
proposed change initiative (Indiana Youth Institute, n.d.; W.K. Kellogg Foundation, 2004)
(Appendix C). Program outcomes were linked with program activities, resources, and outputs to
facilitate thinking, planning, and communication about program outcomes and accomplishments
to major stakeholders. The DNP project evaluated short-term Logic Model outcomes 1-5.
Intermediate- and long-term outcomes 6-9 were not evaluated.
1. Ten percent of participants engaged in at least 60 minutes/day of regular PA on at
least 5 days/week from pre-intervention to post-intervention using attendance records
for programmed activities and the Previous Day Physical Activity Recall (PDPAR)
questionnaire (Appendix E) by September 30, 2019 [Process Outcome (PO)].
2. Ten percent of participants with OW or obese BMIs at pre-intervention decreased
their BMI by 1 kg/m2 from pre- to post-intervention by September 30, 2019 (PO).
3. Ten percent of participants reported improved satisfaction with PA pre- to postintervention using the Exercise Reflections questionnaire (Appendix F) and the
Adapted Fun and Fit questionnaire (Appendix G) by September 30, 2019 (PO).
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4. Twenty-five percent of participants completed a wrap-up questionnaire (Appendix H)
to assess perceptions of activities, suggestions for future activities, and overall
impressions of the program within the FBO by August 31, 2019 (PO).
5. Twenty-five percent of administrative staff and clergy at the FBO reported
satisfaction with the program through a wrap-up questionnaire (Appendix I) to
positively influence health behaviors of the congregation and sustain program
activities by August 31, 2019 (PO).
6. Ten percent of participants attending the HPPA program sustained and prioritized 60
minutes of PA on at least 5 days/week as a healthy lifestyle behavior and spiritual
health benefit [Change Outcome (CO)].
7. Clergy and administrators from the FBO expanded the concepts of faith-based HP to
at least one other FBO within the rural county (PO).
8. Twenty-five percent of participants in the HPPA pilot project increased PA to 60
minutes/day on at least 5 days/week to make healthier lifestyle choices and maintain
healthier weight as development continued up to and through adolescence (CO).
9. Local FBOs partnered across denominations to offer HP activities and education to
members of their congregations to increase access to HP activities and education for
individuals and families in rural areas to improve population health (CO).
The program focused on outcomes for middle school youth PA levels and perceptions of
satisfaction with activities as well as the clergy and administrative staff members’ perceptions of
program components for sustainability. The project addressed PA as a HP concept and assessed
satisfaction with PA using an FBO to provide HP activities. The Logic Model mapped the course

RURAL PEDS HPPA PROGRAM

13

of the program for implementation, data collection, and evaluation within the specified
timeframe.
Addressing the individual, interpersonal, and organizational levels of influence, the
interventions were designed to encourage middle school youth to engage in 60 minutes of PA on
at least five days per week to improve health through increased PA in daily routines. Selfselection into the program was important for participation and prevention of attrition (Stice et al.,
2006). Participants were introduced to a free children’s exercise app, the SworkIt® Kids app,
which provided daily exercises for children. Participants were asked to do a Previous Day
Physical Activity Recall (PDPAR) questionnaire to assess activity performed outside
programmed sessions. The weekly sessions with the DNP student provided one day per week of
activity, and participants were encouraged to use the SworkIt® Kids app or other PA to continue
exercise at home with the stated goal of participating in 60 minutes of PA on five days per week.
Online videos, home computers, smart phones, and other mobile technology were used to access
the exercise app.
The DNP student performed pre- and post-intervention height and weight measurements.
These measurements were entered in a spreadsheet using the CDC’s Child and Teen Body Mass
Index calculator to assess BMI. Post-intervention measurements were obtained within two
weeks of the final programmed session. The interpersonal level of influence included peer
support and encouragement during activities. The organizational level of influence correlated to
the implementation of HP at the FBO. The FBO does not currently provide HP services, so
perceptions of program delivery from the perspectives of the participants and FBO clergy/staff
were assessed. These questionnaires provided feedback for the DNP student to improve future
programs within the FBO.
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The following questions guided the evaluation of program outcomes:
1. Did a PA program for middle school youth between the ages of 10-14 years result in a
decrease in BMI?
2. Did programmed activities lead to increased satisfaction with PA leading to maintenance
of PA on at least 5 days per week for participants through the program’s timeframe?
3. What process improvements in program delivery can be made to improve future
iterations of program interventions at the FBO?
Timeline
The timeline for the DNP project began with a planning phase in June 2018 (Appendix J).
University faculty approved a project proposal, and an expedited Institutional Review Board
(IRB) approval was obtained in May 2019 (Appendix K). Implementation and data collection
began in June 2019 and ended in August 2019 after eight programmed sessions, postintervention data collection questionnaires, and post-intervention height and weight
measurements. Data analysis began after the first session in June 2019. Dissemination of
findings occurred after data analysis and continued through the final report to stakeholders in
March 2020. Dissemination also included possible health care policy application, presentation of
findings to relevant stakeholders, and/or publication to professional journals and/or conferences.
Measures
Due to the limited timeframe for project implementation, only short-term outcomes 1-5
were evaluated (Appendix L). Outcomes required pre- and post-intervention height and weight
measurements, the Previous Day Physical Activity Recall (PDPAR) questionnaire, the Adapted
Fun and Fit Questionnaire, attendance records, the Exercise Reflections questionnaire, and a
process evaluation from both participants and FBO clergy/staff. The CDC Child and Teen BMI
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calculator was used to calculate BMI using age at time of measurement and month of birth.
Post-intervention measurements were within two weeks of the final programmed session.
PDPAR. Participants completed the PDPAR at the beginning of each session. It
consisted of several questions related to the types of PA children performed during the hours of
3:00 p.m. and 9:00 p.m. The questionnaire was designed to be used during times when children
would normally be engaged in school activities during the morning and early afternoon. Because
there was no school during the summer months, children were asked to add information about
activities even if the activity occurred prior to 3:00 p.m.
Studies performing reliability and validity testing for PA questionnaires for children
consistently found weaknesses based on correlation of accelerometer monitoring to self-reported
PA (Chinapaw, Bokkink, van Poppel, van Mechelen, & Terwee, 2010; Timperio, Salmon, &
Crawford, 2003; Trost, 2007). The PDPAR has acceptable validity (r = 0.63, P > 0.01) and testretest reliability (r = 0.98) for 10-14 year olds (Weston, Petosa, & Pate, 1997). The DNP student
provided the suggested training for the PDPAR to participants.
Social desirability bias and attrition bias were addressed with education regarding the
informational nature of the questionnaire, anonymity, and ability to participate in activities
regardless of answers (Hickey, 2017). The questionnaire tracked each participant’s PA at home
to understand if participants increased the intensity of PA or time spent in PA at home during the
project’s timeframe. The PDPAR tool is publicly available for download from the University of
South Carolina, Children’s Physical Activity Research Group.
Attendance records. The attendance record was a simple tracking tool with nominal
variables for “present” or “absent”. This tool helped provide connections between information
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gained from other questionnaires and BMI measurements. It also provided important
information for number of participants and frequency of participation.
Exercise Reflections questionnaire. The Exercise Reflections questionnaire obtained
information regarding several behavioral, psychological, and physiological experiences common
with PA. The questionnaire was developed for this program based upon the Elucidating
Satisfaction Questionnaire (Baldwin, Baldwin, Loehr, Kangas, & Frierson, 2013). Participants
provided personal perspectives of certain positive and negative experiences with PA that related
to the likelihood of maintaining PA (Baldwin et al., 2013; Loehr, Baldwin, Rosefield, & Smits,
2014). Each section of the original questionnaire reported high reliability except overall
satisfaction, which did not report any information. Validity was not established for the original
instrument. For this program, items related to personal attractiveness and weight-related goals
were omitted as irrelevant to the program purpose to avoid misconceptions that the program
benefited physical appearance or specifically addressed weight reduction. This questionnaire
was completed weekly at the beginning of each session with the PDPAR. Social desirability and
attrition bias were addressed similar to the PDPAR.
Adapted Fun and Fit questionnaire. In addition to quantitative data from the PDPAR,
attendance records, and the Exercise Reflections questionnaire, an adapted form of the Fun and
Fit questionnaire from the Fun and Fit program was used to assess participant perceptions of
programmed activities and potential behavioral change. The Fun and Fit questionnaire was
designed specifically for the Fun and Fit exercise program, and the DNP student adapted the
format while keeping all questions (Gruenfeld, Zagarins, Walker, & Skinner, 2013).
The DNP student compiled a list of responses from each item. Those responses were
reviewed for commonalities, the frequency of common items, and a list of responses were
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obtained for each open-ended question. This questionnaire was administered at the end of the
program to expand upon data obtained from the weekly Exercise Reflections questionnaire.
Information from both questionnaires was evaluated for areas of overlap and disagreement to
provide a deeper understanding of program interventions (Issel & Wells, 2018).
This tool was also used to minimize possible evaluator bias. Unconscious bias by the
DNP student, as an internal evaluator, could skew outcome data (Issel & Wells, 2018). Major
incongruences between the Exercise Reflections questionnaire and the Adapted Fun and Fit
questionnaire required re-evaluation of the data or consideration of social desirability bias in the
provided answers. No validity or reliability information was available for this questionnaire.
Participant process evaluation questionnaire. Participants were asked to complete a
final questionnaire regarding program delivery for feedback on programmed activities and the
process of implementation to improve future iterations. Participants completed this
questionnaire within two weeks of the final session, and results were reviewed for frequency and
types of responses. Social desirability was a concern, and participants were encouraged to
answer honestly without penalty. This questionnaire was developed specifically for this
program, so no reliability or validity information was available.
Staff and clergy process evaluation questionnaire. The FBO administrative staff and
clergy completed a questionnaire regarding program delivery within two weeks of the final
programmed session. Results were reviewed for frequency and types of responses. Developed
specifically for this program, no validity or reliability information was available.
Budget and Planning for Sustainability
Financial and volunteer support for HP programs in FBOs must be considered for
sustainability. Counseling alone does not change behavior and successful obesity treatment and
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prevention programs include intensive behavioral lifestyle interventions at multiple levels of
influence (Cohen et al., 2014; Greydanus et al., 2018; Laessle et al., 2001; Lochrie et al., 2013;
Kumar & Kelly, 2017; Stice et al., 2006). Groups experiencing health disparities have access to
FBOs which often have physical spaces to engage families in behavioral lifestyle interventions
(Bopp, Peterson, & Webb, 2012; Whisenant et al., 2014). Collaborative use agreements
including FBOs may provide options for rural communities to maximize efficient use of current
facilities for HP.
The Statement of Operations for the program identified a small profit margin (Appendix
M). This margin appears to be from in-kind donations to the program by the church and the
DNP student. As this program was offered in conjunction with another established program, the
costs were minimal to the organization. Several in-kind donations from the DNP student
provided additional revenue to the project. The electronic app was free. As an unexpected
expense, the DNP student provided water and a small snack at each session as an in-kind
donation.
Analysis
Evaluation included a few tested instruments to collect primary data from participants to
answer evaluation questions. Instruments not tested for validity and reliability on children were
assessed for readability at or below the fifth grade level using the Flesch-Kincaid readability
software included with Microsoft Word.
Outcome 1 used attendance records and the PDPAR to link program activities with
program effects. The attendance records posed minimal risk of bias, but social desirability in the
PDPAR created potential cause and effect bias or selection bias.
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Outcome 2 required date of birth and pre- and post-intervention height and weight for
BMI. Comparisons between pre- and post-intervention measurements provided the basis for the
analysis. Outcome 2 focused on participants with OW and obese BMIs.
Outcome 3 used data from session attendance records, the Exercise Reflections
questionnaire, the PDPAR, and the Adapted Fun and Fit questionnaire to evaluate effect. The
DNP student compiled participants’ weekly questionnaires and analyzed them for common
responses and frequency of reported activity for the previous day. Information was reported as
changes in satisfaction with PA upon program completion compared to program initiation.
Outcomes 4 and 5 required process evaluation questionnaires. Outcome 4 was from the
participants’ perspectives, while Outcome 5 was from the perspective of the church staff and
clergy. Both outcomes 4 and 5 assessed alignment of actual program delivery to intended
program delivery (Issel & Wells, 2018). Suggestions for future programs were obtained.
Ethical Considerations
The age of consent posed a major ethical consideration. Ten to fourteen-year-olds are
considered below the age of majority, therefore, they are subject to parental authority/consent
and personal assent rather than the informed consent process (Hicks, 2014). As per IRB
protocol, recruitment procedures were performed by the DNP student and included
announcements in church bulletins and a brief recruitment script to the congregation. The
church staff and clergy provided the DNP student’s contact information to interested parties.
Parents/caregivers sent a signed consent form to the church with their interested child(ren)
(Appendix N). The DNP student contacted each parent via telephone or face-to-face meeting to
verify the consent. All participants provided assent verbally or in writing per IRB assent
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procedures (Appendix O). All individuals could decline to participate without consequences,
and they could stop at any time. No penalties existed for missed sessions.
Transportation accommodations were considered, as lack of transportation could
negatively affect participation in the intervention. The church encouraged the use of the
transportation shuttle for the DNP program sessions. Project activities were planned within city
limits at the FBO. Free resources were available to all individuals to avoid any possible financial
barriers to full participation. Participants could walk or bike to the FBO. All participants
reported regular and easy access to a smartphone, tablet, computer, or smart television for access
to electronic resources.
Participants may not represent the general county population. Self-selection could
indicate an increased level of motivation for health, and the intervention occurred at a single
FBO, thus limiting participants to those who attend that FBO. Privacy and confidentiality related
to protected health information (PHI) was also considered. Safeguards, such as removing
identifiable information prior to scanning documents, using a secure researcher’s network
through a virtual private network (VPN), and shredding all documents, were implemented. Only
de-identified aggregate and individual data was used for reporting to outside agencies and
organizational stakeholders. Approval of an expedited IRB was obtained from the university
prior to project implementation to ensure ethical concerns were identified and addressed.
Conflicts of Interest
The DNP student declares no conflicts of interest, but two special considerations must be
discussed. The DNP student is a member of the FBO and is actively involved as a volunteer in
the children’s ministry for children Kindergarten through second grade. There was a possibility
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of having personal knowledge about participants, family members, and/or their living situation in
the PA program due to living in the rural community.
Bias
The DNP student attempted to mitigate intentional and unintentional bias in program
implementation and evaluation. Ensuring stadiometer and scale calibration for height and weight
measurement, encouraging honesty in all answers to avoid social desirability, and de-identifying
information for all participants were important in decreasing possible bias. Unintentional
selection bias for this project presented a unique challenge because of the DNP student’s
personal knowledge and familiarity among FBO staff and clergy, parents of possible participants,
and participants self-selecting into the intervention. Personal connections between members of
the project team and participants may have led to unintentional pressure to join.
Threats to Quality
Data quality was maintained by consistent measurement, systematic review of qualitative
data, and consistent delivery of program activities. Information for this project was delivered
using the Oregon Nurse Practice Act for an RN. An RN may provide education for HP with
individuals. Clergy guided the DNP student in the faith-based aspects of the program, such as
providing guidance on scriptures to use during activities and providing prayer as a part of the
youth group activities. The DNP student purchased a stadiometer and scale to prevent
inconsistencies in measuring height and weight and ensured manufacturer-recommended set up
and use at every session. Height measurements used the Frankfort plane for accuracy (BMI Task
Force, 2018). Recent pastoral changes within the FBO had very little impact on project
implementation, as the new leadership team was fully engaged with maintaining community
outreach services.
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Results

The HP program began at the start of the summer break from school, and planned
activities occurred one hour prior to the middle school youth ministry at the FBO one evening
per week. The intervention included questionnaires to assess satisfaction with PA, a one day
recall of PA for the day prior to the weekly session, and planned group activities to allow
participants to explore different types of PA. Each session provided approximately 30 minutes of
moderate to vigorous PA, a 10-minute warm-up for instructions and set-up, and 15 minutes of
cool down with water and snacks. The cool down period allowed time for HP topics, scripture
reading, and reflection on activities for participants. Activities included badminton, a nerf gun
target course, shuttle/relay games, SworkIt Kids® exercises, kickball, whiffle ball, water games,
and other field games for outdoor play. Height and weight data collection occurred at pre- and
post-program. Process evaluation questionnaires and qualitative satisfaction questionnaires were
completed within two weeks of the final session.
Attendance records/demographics. The program had 16 individual participants across
eight weeks with a mean of eight participants at each session (Appendix P). Ten participants
were female and six were male with ages at pre-intervention ranging between 10 and 15 years.
The mean age for female participants was 11.4 years and 11.8 years for males. One participant
attended all eight sessions, five attended five to seven, seven attended two to four, and three
attended one session (Outcome 1).
PDPAR. This questionnaire provided information on the types of activities and the
perceived activity level of those activities for the day prior to sessions (Outcome 1) (Appendix
Q). Participants reported swimming for fun as the most common PA during the program.
Walking, jogging, and running were the next most common, and active games outside, organized
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sports, and bicycling were often reported weekly by at least one participant. A majority (mean =
59.9%) reported engaging in at least 60 minutes of “medium” to “hard” PA on the day prior to
sessions.
Exercise Reflections. The Exercise Reflections questionnaire provided data on
satisfaction with activity (Outcome 3). Items were scored on a 7-point Likert scale ranging from
“not at all” to the highest positive response with a few items reverse scored. Results indicated no
change in the belief that exercise makes you feel good, glad, or happy, and the effort to exercise
decreased slightly from pre- to post-intervention (Appendix R). Belief that exercise makes you
healthy and prevents sickness increased slightly, and feeling energetic, upbeat, or enthusiastic
today decreased with a significant decline on the last week of the program. Feeling miserable,
discouraged, or crummy today decreased along with the belief that exercise is a chore. Body
soreness also declined, and participants reported improved sleep from pre- to post-intervention.
Adapted Fun and Fit questionnaire. The Adapted Fun and Fit questionnaire expanded
upon data from the Exercise Reflections Questionnaire (Outcome 3). Ten participants (62.5%)
completed it within two weeks of program completion (Appendix S). Reported self-perceptions
remained positive from pre- to post-intervention. Participants identified completing weekly
questionnaires as the “least favorite activity” and the games as the “favorite activity”.
Participants identified walking, sports, running, and activities with friends as methods to stay
active after program completion. Sixty percent of participants reported exercising at least five
times per week at pre-intervention while only 50% reported at least five days per week at postintervention. Plans to stay active included directives from adults/authority figures and activities
with peers and family members.

RURAL PEDS HPPA PROGRAM

24

Participant end of program questionnaire. Ten of 16 (62%) participants completed the
end of program questionnaire (Appendix T) (Outcome 4). A majority (80%) agreed the program
met or exceeded expectations and 70% reported the ability to attend as often as desired.
Seasonal travel and family obligations affected participation for three participants. Participants
noted that all activities could be offered in future programs, and they requested continuing “fun”
activities and games, especially water games, as most important for future programs.
End of program clergy and staff questionnaire. Four (100%) FBO staff and clergy
completed a post-intervention process evaluation within two weeks of the final program session.
Comments and suggestions were positive and included observation that the program provided a
calming outlet for the middle school participants attending the following youth ministry
activities. The feedback included suggestions for future programs, improved delivery, and
options to accommodate sustainable programs through the FBO (Outcome 5) (Appendix U).
Height and weight/BMI. Height and weight measurements were performed for BMI at
pre- and post-intervention (Outcome 2). At pre-intervention, thirteen participants were
measured, five boys and eight girls (Appendix V). Sixty-two percent were considered healthy
weight, 38% were considered OW or obese (≥85th percentile) with 15% of those meeting or
exceeding the 95th percentile (obese). Sixty-three percent of girls were healthy weight, 38%
were OW or obese with 25% of those meeting obese criteria. Sixty percent of boys were healthy
weight and 40% were OW. No boys met criteria for obese at pre-intervention.
Nine participants, three boys and six girls, had both pre- and post-intervention height and
weight measurements for BMI (Appendix W). Fifty-six percent were healthy weight, 44% were
OW or obese with 22% of the OW or obese meeting or exceeding the 95th percentile (obese).
Fifty percent of girls were healthy weight, and fifty percent were OW or obese with 33% of those

RURAL PEDS HPPA PROGRAM

25

meeting obese criteria. Sixty-seven percent of boys were healthy weight, and 33% of boys were
OW. No boys met criteria for obese at post-intervention. From pre- to post-intervention, one
participant increased BMI percentile from 93rd to 95th, advancing from OW to obese, and another
participant increased from 80th to 85th, advancing from healthy weight to OW. All other
participants maintained the same classification with minor changes in BMI.
Outcomes Analysis
Outcome 1 could not be fully evaluated. The PDPAR assessed the previous day’s PA, so
interpretation was limited. A five day PA recall was needed to fully evaluate this outcome. The
PDPAR provided data to identify “medium” or “hard” activities meeting recommendations for
moderate to vigorous daily activity (Outcome 1) (USDHHS, 2018c). There was some error in
data that could be related to desirability bias, misunderstanding instructions for the questionnaire,
or errors in marking the appropriate column.
Outcome 2 was unmet. No OW or obese participants at pre-intervention decreased BMI
at post-intervention. Four participants increased BMI while five decreased BMI (Appendix W).
Most participants remained within the same healthy, OW, or obese category. One participant’s
BMI change resulted in a change from OW to obese, and one increased from healthy weight to
OW.
Outcome 3 was unmet. Satisfaction based upon Exercise Reflections questionnaire
results remained relatively stable, although negative perceptions associated with PA decreased.
Negative perceptions, such as perceiving exercise as a chore; feeling miserable, discouraged, or
crummy; and body soreness contribute to dissatisfaction with PA, and satisfaction is important in
maintenance of PA (Balwin et al., 2013). Participants reported a slight increase in their quality
of sleep at night. Regular PA may improve sleep. Ten participants (62%) completed the
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Adapted Fun and Fit questionnaire within two weeks of program completion (Appendix S). This
questionnaire provided qualitative data regarding participant satisfaction with activity and selfperceptions before, during, and after the program. Participants reported satisfaction with
activities and positive self-perceptions in the majority of responses at pre- and post-intervention.
Outcome 4 was met with ten participants (62%) completing the end of program process
evaluation questionnaire (Appendix T). Participants suggested more activities involving water
and expanded time and frequency of activities. Two respondents answered that the program did
not meet expectations, but the rationale included a lack of expectation by one respondent and
program exceeding rather than meeting expectation for the other respondent.
Outcome 5 was met with 100% clergy and staff members completing a process
evaluation questionnaire (Appendix U). Respondents reported satisfaction with program
activities, agreed the program ensured appropriate use of church resources, were satisfaction with
the timing of the intervention, and reported the intervention was useful to the middle school
youth group. Respondents denied additional workload related to this program. Suggestions
included activities tailored to group dynamics and additional sessions. Respondents also
reported participants exhibited increased focus in activities following the programmed session.
Contextual Elements Interacting with the Intervention
A pastoral change in the FBO brought several unanticipated administrative changes
affecting program implementation. Several parishioners left the church, and pastoral and
administrative staff were busy keeping several projects moving forward with fewer volunteers.
A vacancy in the middle school youth ministry leadership was filled mid-program. The final
session occurred during the “level up” week for the youth groups. This week indicated when
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eighth graders transitioned to the high school youth group, leading to attrition (n=1) preventing
participation in post-intervention activities.
Transportation to and from the intervention was vital to the success of the program. The
FBO bus was unavailable one week and may have contributed to decreased participant
attendance. On average, the DNP student transported five students to the program each week.
Participants remained at the FBO for the middle school youth ministry and were transported
home later in the evening by church leaders. Participation was affected by seasonal travel,
vacationing, and family commitments. Participants were provided information on how to engage
in activities while travelling or while away from home using the free electronic app, SworkIt®
Kids.
The FBO environment helped participants feel comfortable and welcomed to the
activities. During the cool down period, the DNP student asked participants to reflect upon how
they felt during the activity. As they reflected, the DNP student discussed HP topics, such as
limiting screen time, avoiding sugar-sweetened beverages, and increasing PA on a daily basis
and read a scripture to connect physical well-being to spirituality. Participants asked questions
and provided personal stories in relation to their PA levels and barriers to engaging in more PA.
Two participants discussed their family’s dieting habits using the keto diet, while others
verbalized childhood trauma and adverse life events affecting their daily emotional and
psychological health. A few participants verbalized barriers to full participation including panic
attacks, interpersonal conflict among participants, and a lack of parental involvement.
Participants were encouraged to verbalize feelings and often sought pastoral staff for private
debriefing. The program provided some participants a reprieve from reported home stressors,
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while a few reported they attended only by parental directive. Those with parental directives
often chose to observe rather than participate.
Unintended Consequences
The program created an unintended ongoing friendly relationship between participants,
their primary caregiver(s), and the DNP student. The rural setting often results in the DNP
student engaging in community activities with participants and primary caregivers. Participants
continue to recognize, approach, and interact with the DNP student in public. Parents/caregivers
of the participants have requested additional HP topics for they and their children. Several
church members have requested programs for other groups, possibly indicating a heightened
awareness of healthier lifestyle behaviors. Some participants sought HP information from the
DNP student when interacting in the community setting. Participants and parents verbalized
continued reflection on healthier lifestyle choices at home and conscious efforts to improve with
healthier food and activity choices. These interactions demonstrate the SET’s interrelationship
of the individual, interpersonal, and organizational level influences on health (Stokols, 1996).
Missing Data
Outcome 1 could not be fully evaluated because the PDPAR did not assess five days’
activity. For more accurate evaluation of PA, heart rate monitoring, pedometry, accelerometry,
indirect calorimetry, or a combination could more accurately capture effort (Rachele, McPhail,
Washington, & Cuddihy, 2012). PA questionnaires in children often have inherent weaknesses,
such as desirability bias, inaccurate recall of activities, and lack of structured PA time in various
age groups (Ainsworth, Cahalin, Buman, & Ross, 2014; Cancela, Ayan, & Castro, 2013;
Timperio et al., 2003;). BMI could not be calculated for two participants, as no month of birth or
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age was collected. Other missing data included attrition and missing anthropometric data for
those who declined to participate in measurements.
Project Revenues and Expenses
Actual program expenditures were less than projected (Appendix M). This was due to
fewer FBO staff and clergy required for program activities. The project budget included the use
of equipment already owned by the DNP student and the church. Project expenses were offset
by in-kind donations from the FBO and DNP student. No revenue was generated. Future
iterations of an FBO HP program may qualify for grant money from outside sources.
Interpretation
Key results were consistent with available knowledge about obesity treatment and
prevention. The program resulted in minimal BMI changes, and this is consistent with the longterm nature of weight management. BMI changes often result from long-term lifestyle
behavioral changes. Satisfaction with PA plays an important role in maintenance of PA, and
participants often requested repeating activities they found enjoyable (Baldwin et al., 2013;
Loehr et al., 2014; Stice et al., 2006). Negative perceptions associated with PA declined, as well
as feeling energetic, upbeat, or enthusiastic. The decline in negative perceptions may increase
satisfaction with PA as well as positive perceptions long-term. Outside events, such as the
impending start of school, may have contributed to the decline in feeling energetic, upbeat, or
enthusiastic. Participants reported their plans for continued PA included friends and family
members, indicating the value of peer support in maintenance of PA and success of HP in FBOs.
This also indicates the value of the family unit and interdisciplinary team in childhood obesity
treatment and prevention (Kumar & Kelly, 2017). The increases in BMI were consistent with
the risks of weight gain in OW and obese children during summer months (NAS, 2019).
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Self-perceptions were generally positive. Most participants were satisfied with activities
and reported positive self-perceptions at pre- and post-intervention. Individuals reporting
negative self-perceptions and dissatisfaction reported health concerns and were observed
avoiding programmed activities. Those choosing not to participate often used screen time on a
phone or other device rather than engaging with the group activities.
Perceived exertion levels varied widely among participants, and the estimated time
performing activities may be inaccurate. A few participants listed “resting” and “listening to
music” as “medium” or “hard” activities on the PDPAR. These activities would not meet the
provided definition of effort and indicates a lack of understanding of the questions being asked,
desirability bias, or incorrectly marking the column for difficulty level. Participants reporting
the most “light” or “very light” activity were also the individuals with OW or obese BMIs who
disclosed health concerns, such as joint pain, depression, and anxiety. This substantiates
evidence that obese children suffer from these health concerns (Bass & Eneli, 2015; Greydanus
et al., 2018). The participant increasing BMI from OW to obese reported meeting suggested
activity levels consistently on the PDPAR, while the individual increasing from healthy weight
to OW reported “very light” or “light” exertion and sedentary activities on the PDPAR.
Inconsistencies between reported activities on the PDPAR and BMI may indicate over-reporting
effort and/or time performing PA or desirability bias. The lack of BMI change is consistent with
available knowledge that maintenance of healthier weight is often a long-term change requiring
lifestyle behavioral changes at different levels of influence. The project’s short timeline did not
allow adequate time for maintenance of healthier PA levels leading to healthier weights. The
increased percentile ranks in OW and obese children is consistent with information that summer
months pose weight gain risks for OW and obese children (Sepulveda & Hutton, 2019).
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Process evaluations validated the intended delivery was similar to the actual delivery of
the intervention based upon both clergy/staff and participant perspectives. Comments provided
feedback for improvement and sustaining future HP programs in this rural FBO.
Participants, caregiver(s), and FBO staff showed a heightened awareness of the role of
PA and HP to influence health, highlighting the value of the SET in obesity treatment and
prevention. Process evaluation demonstrated positive reflections on the delivery of the intended
program components and willingness to sustain future HP programs situated in the FBO.
Due to the rural community, post-intervention interaction between the DNP student,
participants, and primary caregiver(s) occurred, providing anecdotal information about continued
awareness of healthier lifestyle behaviors. The intervention did not provide conclusive evidence
that HP activities at the FBO were successful in decreasing BMI or maintaining healthy weight.
However, long-term follow-up through sustainable programs may provide additional insight as
those middle school youth transition into high school and college-aged ministry. In this rural
area with HCP shortages, FBOs can provide resources to improve population health. Peer
support and encouragement were identified as valuable in sustainability of healthy lifestyles for
programs using FBOs. As an organization with access to diverse groups, the FBO may be a vital
resource to improve the health of parishioners through HP topics and activities (DeHaven et al.,
2004). Public policy to include FBOs may expand HP to those experiencing health disparities.
Individuals who are motivated and satisfied with PA are more likely to maintain it
(Baldwin et al., 2013). All activities were voluntary, and some participants chose to observe
rather than participate. Non-participation often correlated with OW/obese participants and/or
those with verbalized health concerns, such as depression, anxiety, or joint pain. The results of
the questionnaires indicated agreement that individual satisfaction with activities may lead to
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repetition of those activities, as participants requested repeating previous session activities they
reported as enjoyable.
According to data obtained from questionnaires and verbal feedback, the program
positively impacted the middle school youth ministry. Immediately following the weekly
sessions, all participants continued with the middle school youth ministry. The youth ministry
leaders reported participants in the HP program showed increased focus compared to youth who
did not participate. Parents of participants reported a desire for more opportunities for activities
and expanded HP topics for this age group. Informally, parents verbalized satisfaction with the
program activities and stated their children discussed their enjoyment of the program at home.
Reasons for Differences between Observed and Anticipated Outcomes
Weight loss and improved health results from long-term commitment to lifestyle
behavioral changes (Stice et al., 2006). This program was less than three months long without
plans for long-term follow-up. It was optional and was not intended to treat or manage any
medical conditions or chronic illnesses. If the program were more structured to manage/treat a
medical condition or illness, participants may have responded differently. One participant
verbalized the importance of attending scheduled physical therapy appointments, completing her
home exercise program for ankle and foot pain, and often missed partial program sessions to
prioritize these structured medical interventions. More structure with defined expectations and
incorporation of personal goals may result in improved results. Increased involvement of the
health care team may also benefit future programs.
Costs and Strategic Trade-Offs
The project was budget neutral. In-kind donations from the FBO covered travel, some
equipment, office supplies, and communication costs. The DNP student provided the equipment
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for each activity, snacks, and water as in-kind donations. All printed materials were provided by
the FBO. Grant opportunities and external funding were not sought. The timing of the program
was ideal for FBO staff and clergy, as the sessions occurred immediately prior to another church
function for this age group.
Policy Implications
This project provided insight to possible policy implications for the future of rural HP,
including collaborative agreements among schools, health care providers, and FBOs. These
collaborative agreements may create accessible HP activities for all populations and provide
structured PA programs after school hours and over the summer months.
Collaborative use agreements open school grounds to community programs and increase
accessibility to safe spaces for PA maximizing efficient use of existing community infrastructure
(Ogilvie & Zimmerman, 2012). These agreements address barriers to increasing PA, such as
geographic distance and lack of safe space for PA in rural areas. Similar to schools, FBOs have
a wealth of resources, such as meeting spaces, kitchens, transportation to FBO activities, gyms,
and peer support (Campbell et al., 2007; Peterson et al., 2002). FBOs and schools are often
located in all communities, including poverty-stricken ones, making access to these resources
easier for local populations. Including FBOs in collaborative use agreements uses available
resources to benefit rural populations, including those experiencing health disparities (Cohen et
al., 2014).
Using evidence to inform policy for obesity prevention and treatment in the county’s
youth creates and implements meaningful policies to align with the complexity of obesity
prevention and treatment through interventions aimed at different levels of influence (White et
al., 2016). Rural children may benefit from community-specific policies to use FBOs as a vital
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resource for structured PA programs outside school hours with potential to expand into familyfocused programs.
Limitations
Limitations include the project’s focus on a Christian FBO in a rural area, small number
of participants, missing data, inability to adjust for normal growth in this population, and an
evaluation tool, which did not assess the intended outcome. Participants were middle school
youth attending the youth ministry at this FBO. While the FBO is community-focused with its
mission, program advertisement and implementation were limited to this FBO, and spread to
another context, even within the same city, would require additional SWOT analysis. Data was
not available for all participants for some measures due to participant choice, attrition, and
omitted information on questionnaires.
Sustainability
This HP program could be sustainable with a few additional resources, such as additional
volunteers, funding for food and nutrition activities, and collaboration with other agencies to
access resources such as gymnasiums, parks, and outdoor recreation areas. HP topics can be
delivered by volunteers within the FBO, and PA would benefit from additional volunteers to
ensure smooth transitions and inclusion of all participants. Grants are available to FBOs for HP
programs in areas with health disparities. These grants may provide financial resources for
FBOs to provide HP services to the community without impacting other FBO programs or
straining budgets.
FBOs help engage community members in HP activities (DeHaven et al., 2004;
Whisenant et al., 2014). The NAM recently published recommendations for community
collaborations to improve opportunities for summer activities, especially for individuals from
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economically disadvantaged situations (NAM, 2019). Rural FBOs and schools have resources
and facilities to engage in a wide array of activities including nutrition education, meal
preparation, and PA (DeHaven et al., 2004, NAM, 2019).
In rural areas where health care resources may be scarce, HCPs can provide HP topics
through FBOs. FBOs often have facilities and resources to provide education regarding
nutrition, cooking, meal preparation, and PA (DeHaven et al., 2004; Whisenant et al., 2014).
This HP program provided much-needed structure and activity for the middle school youth at a
local Christian FBO during the summer months. Next steps for this HP intervention include
disseminating results to interested stakeholders and future collaborators. The program requires
additional volunteers for adequate oversight and implementation with this age group. Applying
for grants to fund new equipment, transportation, and snacks would help decrease the burden on
the church to supply these services as part of their day-to-day functions.
Conclusion
A HPPA program was implemented for middle school youth in a rural FBO. The project
followed stage one concepts and was a first step toward additional obesity prevention situated in
rural FBOs in areas with HCP shortages. The SET was a practical application for this HPPA
program. The program highlighted the complex nature of maintaining PA as a healthy lifestyle
behavior, and the interrelationship of multiple levels of influence on health. Future HP in the
FBO may influence other groups through expansion other ministries, and collaborative use
agreements may provide much-needed resources and access to options for rural populations to
engage in healthier lifestyle behaviors. Successful obesity interventions address multiple levels
of influence to address the interrelation of the individual to the environment (White et al., 2016).
FBOs are a vital resource for future HP efforts for obesity treatment and prevention.
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Literature Review Summary Table
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ARTICLE
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CREDENTIALS
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childhood
obesity: An
underrecognised and
growing health
problem

Rosara Bass
Ihuoma Eneli

Trends in
Obesity
Prevalence

Cynthia L.
Ogden, PhD

RESEARCH
QUESTION

Define
“severe
childhood
obesity”,
describe
factors that
predispose
children to the
severely
obese
phenotype,
compare and
contrast
comorbidities
at different
gradations of
obesity, and
describe
treatment
effectiveness
for the
severely
obese.
Previous
analysis of
childhood and

STUDY
DESIGN

LEVEL OF
EVIDENCE

DESCRIPTION
OF SAMPLE

OUTCOME
MEASURES

RESULTS

Literature
review

VA

None

None

As this was a
review of
emerging
evidence, this
did not have
results beyond
stating the
increasing need
to address
obesity in
childhood.

Crosssectional
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Review of
40780
children and

Height and
weight to
calculate body

-Aged 2-19
years, 20112014 obesity
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the United
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STUDY
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extreme
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Linear and
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DESCRIPTION
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RESULTS

adolescent
National
Health and
Nutrition
Examination
Survey
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aged 2-19
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measured
height and
weight within
the periods of
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mass index-forage
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17% (extreme
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increased from
7.2% in 19881994 to 13.9% in
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decreased to
9.4% in 20132014
-Aged 6-11
years, increased
11.3% in 19881994 to 19.6% in
2007-2008 with
no change in
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-Aged 12-19
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from 10.5% in
1988-1994 to
20.6% in 20132014
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in aged 6-11
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Dyslipidemia
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Pressure
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Brian K. Kit,
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Margaret D.
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David S.
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Describe the
prevalence of
adverse
serum
concentration
s of total
cholesterol,
high-density
lipoprotein
cholesterol
(HDL-C), and
non-HDL-C
as well as
adverse blood
pressure
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children and
adolescents
in 2011-2012
and describe
linear trends

STUDY
DESIGN

Crosssectional

LEVEL OF
EVIDENCE

III A

DESCRIPTION
OF SAMPLE

Children and
adolescents
aged 8-17
years with
measured
lipid
concentration
s and blood
pressures

OUTCOME
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Total
cholesterol >=
200 mg/dL,
high-density
lipoprotein
cholesterol
(HDL-C) <40
mg/dL, and
non-HDL-C >=
145 mg/dL AND
high or
borderline BP

RESULTS

4.3% in 20132014
-Extreme obesity
in aged 12-19
increased from
2.6% in 19881994 to 9.1% in
2013-2014
-2011-2012:
20.2% had
adverse
concentrations
of TC, HDL-C, or
non-HDL-C and
11% had either
high or
borderline BP
-Prevalence of
adverse
concentrations
of all cholesterol
categories
decreased from
modestly from
1999-2000
period to 20112012 period
-Measurement of
high or
borderline BP
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STUDY
DESIGN

LEVEL OF
EVIDENCE

DESCRIPTION
OF SAMPLE

OUTCOME
MEASURES

since 19992000.

Prevalence of
Obesity Among
Adults and
Youth: United
States, 20112014

Cynthia L.
Ogden, PhD
Margaret D.
Carroll, MSPH
Cheryl D.
Fryar, MSPH,
Katherine
Flegal, PhD

What is the
most recent
national data
on obesity
prevalence by
sex, age,
race, and
Hispanic
origin for the
period 20112014?

Crosssectional
survey

IV A

Adults and
children
selected
through the
complex,
multi-stage
probability
selection
process for
the National
Health and
Nutrition
Examination
Surveys
(NHANES)

Body mass
index
(calculated from
height and
weight)

RESULTS

measurements
remained stable
in the periods of
1999-2000 and
2011-2012.
The prevalence
of obesity was
higher among
non-Hispanic
white, nonHispanic black,
and Hispanic
adults and youth
than among nonHispanic Asian
adults and
youth.
From 19992014, obesity
prevalence
increased
among adults
and youth.
Youth
prevalence did
not change in
the years 20032004 and 20132014.
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Between
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Comorbid
Mental Health,
Developmental,
and Physical
Health
Conditions in a
Nationally
Representative
Sample of US
Children Aged
10-17

AUTHORS W/
CREDENTIALS

Neal Halfon,
MD, MPH
Kandyce
Larson, PhD
Wendy
Slusser, MD,
MS
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RESEARCH
QUESTION

Does weight
status in
children aged
10-17 years
associate with
other
comorbidities
in US
children?

STUDY
DESIGN

Crosssectional
analysis

LEVEL OF
EVIDENCE

IIIB

DESCRIPTION
OF SAMPLE

Using the
2007 National
Survey of
Children’s
Health
(NSCH), a
random
sampling
design was
used to
identify over
91,000
parents of
children 0-17
years. One
child was
randomly
selected from
each
household
and the

OUTCOME
MEASURES

Weight status
(BMI)
Presence of
comorbid health
conditions:
 ADHD
 Conduct
disorder
 Depression
 Anxiety
 Learning
disability
 Development
al delay
 Diabetes
 Bone/joint/
muscle
problems
 Asthma
 Hay fever
 Respiratory
allergy

RESULTS

Youth exhibited
no difference
between sexes
for prevalence of
obesity.
In 2011-2014,
the prevalence
of obesity in
youth was 17%.
Obese children
had high rates of
health problems.
Obese children
were more likely
to have activity
restrictions,
internalizing
behaviors,
externalizing
problems, grade
repetition, school
problems, and
more missed
school days.
Obesity
prevalence was
3 times higher
for children in
poor families
and black and
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RESEARCH
QUESTION

STUDY
DESIGN

LEVEL OF
EVIDENCE

DESCRIPTION
OF SAMPLE

parent who
knew the
most about
the child’s
health was
interviewed
via telephone

OUTCOME
MEASURES

RESULTS

 Food/digestiv
e allergies
 Eczema/skin
allergies
 Severe
headaches
 Ear
infections

Hispanic
children were 2
times more likely
to be obese than
white, nonHispanic
children.
Single mother
families,
households with
lower education,
younger
children, and
boys had
increased
prevalence rates
in this study.
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Appendix B
Social Ecological Theory for Health Promotion

Policy
Community
Organization
Interpersonal

Intrapersonal
/Individual

Based on Thomas, A. (2016). Creating intimate connections with life enhancing objects: The autobiographical storytelling of personal
landscapes through the lens of medical design. Figure 2.3 visualizes all five ripples within the social ecological model. Retrieved from
https://www.researchgate.net/publication/308800948_Creating_Intimate_Connections_with
_Life_Enhancing_Objects_The_autobiographical_storytelling_of_personal_landscapes_through_the_lens_of_medical_design_MFA_
Thesis/figures

RURAL PEDS HPPA PROGRAM

52
Appendix C

Logic Model: Implementing a Health Promotion Physical Activity Program for Middle School Youth in a Rural, Faith-Based
Organization
Step 5
Resources/Inputs

Step 3
Activities

DNP student time
SworkIt® app (or
similar)
CDC BMI calculator
Boise State University
e-mail (DNP student)
DNP student cell
phone
Youth ministry pastor
time
Church Administrative
Assistant time
Google Drive
(Attendance records)
Activity log for
programmed events
(tracking amount and
time of physical
activities planned).
One-to-one visits with
interested family units
at pre-intervention
and post-intervention

DNP student to
encourage daily use
of the SworkIt® app
via text message/email to primary
caregiver(s) and/or
child depending on
parental
permission/
consent for contact
preferences
Online
videos/mobile app
for physical
activities for middle
school children
Church staff
education
regarding
importance of
physical activity in
health and
connection to
spiritual well-being

Step 4 Outputs
What we
accomplish or
Who we reach
produce
Pre-intervention
and postintervention
measurements of
height, weight, &
BMI
Attendance
records
Self-report of
physical activity
from the previous
day/week using
the PDPAR
questionnaire.
Weekly
opportunities for
physical activity
(programmed
activities) for the
middle school
youth group
Daily workouts
from a mobile app
to guide home-

At least 10-25
middle school
children attending
youth ministry
services at Faith
Center church.
Church
administrative
assistant
Youth ministry
pastor
Lead pastor

Step 2a
Outcomes:
Short term

Step 2b
Outcomes:
Intermediate

Step 1
Outcomes:
Long term

1) 10% of middle
school children in
the FBO Middle
School Youth
Group
(approximately 1014 years)
participated in at
least 60
minutes/day of
regular physical
activity on at least
5 days/week from
pre-intervention to
post-intervention
using attendance
records for
programmed
activities and the
PDPAR by
September 30,
2019. (PO)

6) 10% of middle
school children
attending the
physical activity
program sustained
and prioritized 60
minutes of physical
activity on at least
5 days/week as a
lifestyle health and
spiritual benefit.
(CO)

8) 25% of middle
school children
who participated in
the physical
activity pilot
project increased
physical activity to
60 minutes/day on
at least 5
days/week to
make healthier
lifestyle choices
and maintain a
healthier weight as
development
continued up to
and into
adolescence. (CO)
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Step 5
Resources/Inputs

DNP student time
SworkIt® app (or
similar)
CDC BMI calculator
Boise State University
e-mail (DNP student)
DNP student cell
phone
Youth ministry pastor
time
Church Administrative
Assistant time

Step 3
Activities

Create an
attendance record
for weekly
meetings
Develop weekly
physical activity
sessions using the
SworkIt® app (1520 minutes in
length) for 8
sessions.
DNP student to
encourage daily use
of the SworkIt® app
via text message/email to primary
caregiver(s) and/or
child depending on
parental
permission/
consent for contact
preferences
Online
videos/mobile app
for physical
activities for middle
school children
(options to include
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Step 4 Outputs
What we
accomplish or
Who we reach
produce

Step 2a
Outcomes:
Short term

Step 2b
Outcomes:
Intermediate

Step 1
Outcomes:
Long term

2) 10% middle
school children in
the FBO Middle
School Youth
Group with
overweight or
obese BMIs at preintervention
decreased their
BMI by 1 kg/m2
from preintervention to
post-intervention
by September 30,
2019. (PO)

6) 10% of middle
school children
attending the
physical activity
program sustained
and prioritized 60
minutes of physical
activity on at least
5 days/week as a
lifestyle health and
spiritual benefit.
(CO)

8) 25% of middle
school children
who participated in
the physical
activity pilot
project increased
physical activity to
60 minutes/day on
at least 5
days/week to
make healthier
lifestyle choices
and maintain a
healthier weight as
development
continued up to

based physical
activity
Self-selection into
pilot project (At
least 10-25 middle
school children
with parental
consent and
verbal/written
assent)
Pre-intervention
and postintervention
measurements of
height, weight, &
BMI

At least 10-25
middle school
children attending
youth ministry
services at Faith
Center church.

Attendance
records

Church
administrative
assistant

Self-report of
physical activity
from the previous
day using the
PDPAR
questionnaire.

Youth ministry
pastor
Lead pastor
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Step 5
Resources/Inputs

Google Drive
(Attendance records)
Activity log for
programmed events
(tracking amount and
time of physical
activities planned).
One-to-one visits with
interested family units
at pre-intervention
and post-intervention

Step 3
Activities

SworkIt®, My
Fitness Pal®,
YouTube, etc. with
preference to
SworkIt®)
Church staff
education
regarding
importance of
physical activity in
health and
connection to
spiritual well-being
Create an
attendance record
for weekly
meetings
Develop weekly
physical activity
sessions using the
SworkIt® app (1520 minutes in
length) for 8
sessions.
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Step 4 Outputs
What we
accomplish or
Who we reach
produce
Once weekly
opportunities for
physical activity
(programmed
activities) for the
middle school
youth group
Daily workouts
from a mobile app
to guide homebased physical
activity
Self-selection into
pilot project (At
least 10-25 middle
school children
with parental
consent and
verbal/written
assent)

Step 2a
Outcomes:
Short term

Step 2b
Outcomes:
Intermediate

Step 1
Outcomes:
Long term
and into
adolescence. (CO)
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Step 5
Resources/Inputs

DNP student time
Boise State University
e-mail (DNP student)
DNP student cell
phone
Attendance records
Satisfaction
questionnaires (weekly
Fun and Fit; Preintervention/postintervention
Elucidating
Satisfaction)
Meeting space/activity
space
Wireless access points
Computers/tablets/cell
phones/etc.
A/V equipment in
meeting spaces PRN

Step 3
Activities

Develop daily
exercises for a
home exercise
program and/or
encourage app use
for individualization
Send text message,
e-mail, app, or
other preferred
communication
method for home
exercise program
Develop weekly
physical activity
sessions using the
SworkIt® app (1520 minutes in
length) for 8
sessions.
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Step 4 Outputs
What we
accomplish or
Who we reach
produce
Satisfaction
questionnaires
Once weekly
opportunities for
physical activity
(programmed
activities) for the
middle school
youth group
Daily workouts
from a mobile app
to guide homebased physical
activity
Self-selection into
pilot project (At
least 10-25 middle
school children
with parental
consent and
verbal/written
assent)

At least 10-25
middle school
children attending
youth ministry
services at Faith
Center church.
Church
administrative
assistant
Youth ministry
pastor
Lead pastor
Primary
caregiver(s) of the
children and other
immediate family
members within
the same
household

Step 2a
Outcomes:
Short term
3) 10% of middle
school children in
the FBO Middle
School Youth
Group reported
improved
satisfaction with
physical activity
from preintervention to
post-intervention
using an adapted
questionnaire by
August 31, 2019.
(PO)

Step 2b
Outcomes:
Intermediate

Step 1
Outcomes:
Long term

6) 10% of middle
school children
attending the
physical activity
program sustained
and prioritized 60
minutes of physical
activity on at least
5 days/week as a
lifestyle health and
spiritual benefit.
(CO)

8) 25% of middle
school children
who participated in
the physical
activity pilot
project increased
physical activity to
60 minutes/day on
at least 5
days/week to
make healthier
lifestyle choices
and maintain a
healthier weight as
development
continued up to
and into
adolescence. (CO)
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Step 5
Resources/Inputs

Step 3
Activities
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Step 4 Outputs
What we
accomplish or
Who we reach
produce

Step 2a
Outcomes:
Short term

Step 2b
Outcomes:
Intermediate

Step 1
Outcomes:
Long term

4) 25% of
participating
middle school
children in the FBO
Middle School
Youth Group
completed a wrapup questionnaire
to assess
perceptions of
activities,
suggestions for
future activities,
and overall
impressions of the
program within the
faith-based
organization by
August 31, 2019.
(PO)

6) 10% of middle
school children
attending the
physical activity
program sustained
and prioritized 60
minutes of physical
activity on at least
5 days/week as a
lifestyle health and
spiritual benefit.
(CO)

8) 25% of middle
school children
who participated in
the physical
activity pilot
project increased
physical activity to
60 minutes/day on
at least 5
days/week to
make healthier
lifestyle choices
and maintain a
healthier weight as
development
continued up to
and into
adolescence. (CO)

5) 25% of
administrative staff
and clergy at the
faith-based

7) Clergy and
administrators
from the faithbased organization

9) Local faith-based
organizations
partnered across
denominations to

Green space/open
space for programmed
activities
General questionnaire
regarding perceptions
of activities within the
faith-based center.
Meeting space
Paper/pencil or
wireless access for
online questionnaire

Weekly physical
activity sessions
Wrap up meeting
after 8 weeks of
activities
Questionnaire for
feedback and
evaluation of
programmed
activities by
participants

Obtain data
regarding
participant
perceptions of
programmed
activities in the
faith-based center.
Future directions
of program
interventions.

At least 10-25
middle school
children attending
youth ministry
services at Faith
Center church.
Church
administrative
assistant
Youth ministry
pastor
Lead pastor

Meeting spaces and
AV equipment

Create a
satisfaction
questionnaire

Data regarding
pastoral staff, church
leaders, and
administrative

Church
administrators
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Step 5
Resources/Inputs

DNP student time
Satisfaction
questionnaire for
clergy and staff
E-mail with link to
questionnaire

Step 3
Activities

Create e-mail with
survey link
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Step 4 Outputs
What we
accomplish or
Who we reach
produce
personnel staff
satisfaction with
program activities
Future directions for
program activities

Church pastoral
staff
Deacons
Church
elders/leaders

Step 2a
Outcomes:
Short term

Step 2b
Outcomes:
Intermediate

Step 1
Outcomes:
Long term

organization
reported
satisfaction with
the program to
positively influence
health behaviors of
the congregation
and sustain
program activities
by August 31,
2019. (PO)

expanded the
concepts of faithbased health
promotion to at
least 1 other faithbased organization
within the rural
county. (PO)

offer health
promotion
activities and
education to
members of their
congregations to
increase access to
health promotion
activities and
education for
individuals and
families in a rural
area to improve
population health.
(CO)
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Appendix D
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Appendix E

Previous Day Physical Activity Recall (PDPAR) Instrument and Instructions

Activities Scale
On the next page is a scale which records the main activities you did yesterday. Please
be certain to write on the scale the day of the week that “yesterday” was.

1. For each time period write in the number(s) of the main activities you actually did
in the boxes on the time scale.

2. Then rate how physically hard these activities were.

Place an “X” on the rating
scale to indicate if the activities for each time period were:

•

Very Light = Slow breathing, little or no movement.

•

Light = Normal breathing, regular movement.

•

Medium = Increased breathing, moving quickly for short periods of time.

•

Hard = Hard breathing, moving quickly for 20 minutes or more.

RURAL PEDS HPPA PROGRAM

Please be as accurate as possible but fill out the scale quickly.

Activity Numbers
Eating
1. Meal
2. Snack
3. Cooking

Sleep/Bathing
4. Sleeping
5. Resting
6. Shower/bath

Transportation
7. Ride in car, bus
8. Travel by walking
9. Travel by bike

Work/School
10. Job (list):
11. Housework/paperwork
12. House chores (list):

Spare Time
13. Watch TV
14. Go to movies/concert
15. Listen to music
16. Talk on the phone
17. Hang around
18. Shopping
19. Play video games
20. Other (list):

Physical Activities
21. Walk
22. Jog/run
23. Dance (for fun)
24. Aerobic dance
25. Swim (for fun)
26. Swim laps
27. Ride bicycle
28. Lift weights
29. Use skateboard
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30. Play organized sport
31. Did individual exercise
32. Did active game outside
33. Other (list):

63

RURAL PEDS HPPA PROGRAM

Circle the day of the week that you
did these activities:
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M

Date

65
T

W

Th

F

Sa

Su

ID Code

Questionnaire
Your Name
Your Birth Date
First Name of Your Mother (or other adult who takes care of you)
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Appendix F

Exercise Reflections Questionnaire
Circle the number that best describes how you feel about each statement or question.
1. Does regular exercise make you feel good, glad, or happy?
1
2
3
4
5

6

Not at all

A great
deal

2. Describe the effort it takes for you to exercise regularly.
1
2
3
4
5

6

No effort
at all

7
A lot of
effort

3. Do you think exercise makes you healthy and prevents sickness?
1
2
3
4
5
Not at all

6

Maybe a
little

Not at all

6

Maybe a
little

6

Maybe a
little

3

4

7
A great
deal

5. How miserable/discouraged/crummy did you feel today?
1
2
3
4
5
Not at all

7
A great
deal

4. How energetic/upbeat/enthusiastic did you feel today?
1
2
3
4
5

6. Exercising is a chore.
1
2

7

7
A great
deal

5

6

7
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Not at all

A little

7. How sore did your body feel today?
1
2
3
Not at all

8. How are you sleeping at night?
1
2
3
Not good

4

A great
deal

5

6

A little
sore

4
I don’t
know

7
Extremely
sore

5

6

7
Very good

Developed specifically for this program and based upon the Elucidating Satisfaction Questionnaire from Baldwin, A. S.,
Baldwin, S. A., Loehr, V. G., Kangas, J. L., & Brierson, G. M. (2013). Elucidating satisfaction with physical activity: An
examination of the day-to-day associations between experiences with physical activity and satisfaction during physical activity
initiation. Psychology & Health, 28(12), 1424-1441.
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Appendix G

Fun and Fit Questionnaire-Adapted
BEFORE THIS PROGRAM:
1. Describe how you felt about yourself. (Just a few words).

2. How many times a week did you exercise?

DURING THIS PROGRAM:
3. What was your FAVORITE part?

4. What was your LEAST favorite part?

5. How many times a week did you exercise?

AFTER THIS PROGRAM:
6. How will you stay active? (just a few words)

7. Describe how you feel about yourself. (Just a few words).

8. What fun things will you do? (Exercises)

RURAL PEDS HPPA PROGRAM
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Appendix H

Participant Process Evaluation Questionnaire: End of Program Evaluation

1. Did program activities match what you expected to do?
a. Yes
b. No
2. If No, can you tell me how it was different?

3. Were you able to come as often as you wanted to come?
a. Yes
b. No
4. If No, can you tell me what stopped you from coming?

5. Was there anything you think should NOT be offered in the future?

6. Was there anything you think should ABSOLUTELY continue in the future?

7. What would you do differently if you were in charge?
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Appendix I

End of Program Process Evaluation Questionnaire: FBO Administrative Staff and Clergy
1. Do you think the physical activity health promotion was useful to the middle school
youth group?
a. Yes
b. No
c. I don’t know
2. Do you think church resources were used appropriately for the health promotion
program?

3. Did the health promotion program require additional workload to your already assigned
tasks?
a. Yes
b. No
4. If yes, how much more work did the program require from you?
5. Do you think the program was helpful to the Middle School Youth Group?
a. Yes
b. No
c. I don’t know
6. Was the timing of the program (immediately prior to the youth group) appropriate?
a. Yes
b. No
c. I don’t know
7. Would you suggest continuing health promotion activities through this organization?
a. Yes
b. No
c. I don’t know
8. What suggestions do you have to improve the program?
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Appendix J
Timeline for DNP Scholarly Project

Project: Implementing a Health Promotion Physical Activity Program for Middle School Youth in a Rural Faith-Based Organization
Activity

Jun
eJul
y/2
018

Aug
201
8

Sept Oct
201 201
8
8

Nov
2018

Dec
201
8

Jan
201
9

Feb
201
9

Mar
201
9

Apr
201
9

May
201
9

X

X

X

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

X

x

x

Jun
e
201
9

PLANNING
Prepare and plan for physical
activity interventions
Prepare information on staff
education and staff
documentation requirements for
the project
Provide information to rural
PCMH stakeholders about the
reimbursement possibilities from
ACO and other payers with
implementation of this project.
Work with providers to identify
possible participants and
provide/send recruitment letters
Receive calls and arrange 1:1
meetings with primary
caregiver(s) of possible
participants for consent/assent
procedures.

x

x

x

x

x

x

x

x

July
201
9

Aug
201
9

Sept Oct
201 201
9
9

Nov
201
9

Dec
201
9

Jan
202
0

Feb
2020

Mar
2020

Apr
2020

May
2020
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Activity

Jun
eJul
y/2
018
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Aug
201
8

Sept Oct
201 201
8
8

Nov
2018

Dec
201
8

Jan
201
9

Feb
201
9

Mar
201
9

Apr
201
9

May
201
9

Jun
e
201
9

July
201
9

Aug
201
9

x

x

x

x

x

x

x

x

x

x

x

x

IMPLEMENTATION
Implement physical activity
education sessions
Provide daily “workouts of the
day” (WOD) via text message, email, or other communication.
Provide access to physical activity
spaces in collaboration with
community partners/locations
Monitor provider charts for
appropriate documentation to
meet quality measures. Arrange
time to meet with providers to
make adjustments PRN.

x

DATA COLLECTION
Run EPIC® reports for height and
weight/BMI for 8-12 year old
participants
Obtain post-intervention surveys
from 8-12 year olds as well as
caregiver(s)
Obtain pre-intervention and midintervention surveys from 8-12
year olds as well as caregiver(s)
DATA ANALYSIS

X

x

x

x

Sept Oct
201 201
9
9

Nov
201
9

Dec
201
9

Jan
202
0

Feb
2020

Mar
2020

Apr
2020

May
2020
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Review qualitative data for trends
and patterns
Activity
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x
Nov
201
9

Dec
201
9

Report to rural PCMH with
financial benefits to the clinic

X

X

Report to community
stakeholders regarding the impact
of their contributions to the
results

x

X

X

X

X

X

Use statistics and descriptive
statistics to provide graphs and
charts for evaluation of
interventions

Jun
eJul
y/2
018

Aug
201
8

Sept Oct
201 201
8
8

Nov
2018

Dec
201
8

Jan
201
9

Feb
201
9

Mar
201
9

Apr
201
9

May
201
9

Jun
e
201
9

July
201
9

Aug
201
9

X

X

X

X

Sept Oct
201 201
9
9

Jan
202
0

Feb
2020

Mar
2020

Apr
2020

May
2020

X

X

x

x

x

DISSEMINATION

Writing Final Report and Final
Report to Boise State stakeholders
Final Report

X

X

X

X

X

X

x

RURAL PEDS HPPA PROGRAM

74
Appendix K

Scholarly Project IRB Approval Letter
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Appendix L
Outcome Evaluation Table

Outcome

Data Collection Instrument /
Analysis Goal

Analytic Technique

Data
1) 10% of middle school
children in the FBO
Middle School Youth
Group (10-14 years)
participated in at least 60
minutes/day of regular
physical activity on at
least 5 days/week from
pre-intervention to postintervention using
attendance records for
programmed activities
and the PDPAR by
September 30, 2019.
(PO)

Instrument: Physical Activity Recall Instrument (PDPAR)
Data: Weekly reflective instrument for participants to reflect on
the previous day activities. This tool was designed for children
and has undergone validity and reliability testing.

Instrument: Google Drive attendance records (Excel
spreadsheet) at programmed activities (OR document on secured
Boise State University network server)
Data: Quantify the number of participants at each session and
provide information related to number of sessions attended per
participant. This data will include HIPAA protected
information, such as names of participants, home phone
numbers, e-mail addresses, and possibly date of birth. This data
will be de-identified prior to reporting. No reliability or validity
data is available for this tool, as it is simply a tracking tool
without assessment. This tool employs nominal variables for
“absent” or “present”. This tool has been developed by the
DNP student for this program.

1.

2.

To quantify the number of
days and length of time for
physical activity performed
unmonitored in the home
environment.
To quantify the number of
programmed activity
sessions attended per
participant.

Descriptive statistics:
Distribution, standard
deviation, and mean
minutes of exercise
daily, mode days/week
performing physical
activity

Descriptive statistics:
mean, median, mode
for number of sessions
attended for the
individual participants
and the mean and
standard deviation for
the number of sessions
for the group.
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2) 10% middle school
children in the FBO
Middle School Youth
Group with overweight
or obese BMIs at preintervention decreased
their BMI by 1 kg/m2
from pre-intervention to
post-intervention by
September 30, 2019.
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Instrument: Secured network spreadsheet with height, weight,
and calculated body mass index (using the CDC body mass
index calculation for child and teen):

1.

 Age
 Month of birth
 Height
 Weight
 BMI
Data: This report will be stored on a secured network within
Boise State University and will contain height, weight, and body
mass index of each participant. Age, month of birth, and name
may also be stored on the secured server.

2.

3.

4.

To quantify the number of
10-14 year olds who meet
inclusion criteria for the
physical activity program.
To obtain a baseline BMI
prior to initiation of the
physical activity program.
To compare the baseline
BMI with the postintervention BMI for any
changes to improve weight
management and health
To provide individual and
aggregate level data on
changes in BMI for
participants.

Descriptive statistics:
mean, median, mode,
standard deviation for
BMI at preintervention, postintervention, and mean,
median, mode for
change in BMI for age

To quantify the perceptions
of the participants in
relation to the level of
satisfaction with program
activities and personal
barriers to exercise at
home.
To quantify changes in
perception of satisfaction
with exercise from pre-

Likert Scale Data
(quantitative):
Descriptive statistics for
mean, median,
frequency of specific
responses, distribution,
and standard deviation.

is standardized report from the EHR shows height, weight, BMI,
and age for compliance with documentation of metrics to meet
CMS quality measures for obesity. This report will show
HIPAA information that will require de-identification prior to
dissemination of results to stakeholders. The report will
undergo de-identification procedures for reporting data to
insurance payers and third parties. The baseline data will be
obtained at the outpatient visit and a post-intervention BMI will
be obtained within 2 weeks of the final programmed activity
day.
3) 10% of middle school
children in the FBO
Middle School Youth
Group reported increased
satisfaction with physical
activity from preintervention to postintervention using an
adapted questionnaire by
August 31, 2019. (PO)

Instrument: Elucidating Satisfaction Questionnaire
Data: This survey allows participants to report their level of
satisfaction with activities, positive experiences with physical
activity, thinking of exercise as a negative activity, perceptions
of progress toward goals, perceptions of exercise as a chore,
body soreness, quality of sleep, positive and negative affect as a
method to assess a range of behavioral, psychological and
physiological experiences common in initiating and maintaining

1.

2.
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physical activity (Baldwin et al., 2013). Each section uses
Likert scales for quantifiable data. Each item on this
questionnaire had reliability assessed with Cronbach’s alpha,
except the satisfaction question. Validity was not discussed.
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3.

intervention to postinterventions
To assess personal reasons
for changes in satisfaction
with exercises

Narrative Data
(qualitative): Review
for categories of
responses and
frequency of responses


Instrument: Adapted Fun and Fit Questionnaire

Data: This information seeks to uncover participant perceptions
related to the programmed activities. This questionnaire uses
open-ended questions to assess personal perception of activities.
Responses will be de-identified. The open-ended questionnaires
will be adapted and provided at post-intervention. This
information will be correlated to the measurements of BMI for
physical activity program effect, as one possible contributor to
any changes in BMI. This questionnaire had no reliability or
validity information, as the questionnaire had been developed
for the Fun and Fit program in a specific context. It was,
therefore, not generalizable. Adaptations have been made to
accommodate the current context and program. This tool will be
used as a method of triangulation with the Elucidating
Satisfaction questionnaire.
4) 25% of participating
middle school children in
the FBO Middle School
Youth Group completed
a wrap-up questionnaire
to assess perceptions of
activities, suggestions for
future activities, and
overall impressions of
the program within the
faith-based organization
by August 31, 2019.
(PO)



Most common
responses
Frequency of
common items for
each question
List of data from
each question
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5) 25% of administrators
and clergy at the faithbased organization
reported satisfaction with
the program to positively
influence health
behaviors of the
congregation and sustain
program activities by
August 31, 2019. (PO)
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Appendix M
Scholarly Project Financials

Source of Expense

Expense Description

Dollar Value

Office Supplies and Equipment
Paper

Type of
Cost
(fixed or
variable)

Inkjet Color Toner Cartridge

Estimated
Volume

Expense
Per Unit

0.005364/ page

1 box of
paper (10
reams of
500 pages
= 5000
pages
total

$27/ box

1 cartridge

$82/
cartridge

1 cartridge

$55/
cartridge

Cost ($)
Paper for Introduction to Program

$27.00

Fixed

600 pages for
church bulletins

Paper for miscellaneous program
purposes

Inkjet Toner

Description of
Cost

For printing bulletins/Program
Intro/Consents/Assent/Misc.
information
For printing bulletins/Program
Intro/Consents/Assent/Misc.
information

$82.00

Fixed

$55.00

Fixed

Total Requested

$164.00

Personnel

Cost ($)
Wages

30 pages for
Introductory
Flyer
30 pages for
consent
forms/assent
forms
Inkjet Toner for
patient printing
Inkjet Color
Toner for
printing
bulletins,
consents, flyers,
etc.
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DNP Student

Projected 4 hours of prep and
interaction time with participants
every Tuesday for 8 weeks.

$1600.00

Fixed

RN volunteer at
FBO for
transportation
of participants,
site prep, and
activities

1 RN x
4hrs/
week

$50.00/
hr

Clergy

Projected 4 hours of prep and
meeting time for Middle School
Youth Group planning and prep

$5120

Fixed

2 volunteer
youth ministers
and 2 staff
clergy members
to plan and
prepare middle
school youth
group with
PAprogram
preceding

4 clergy x
4 hours/
week

$40/hr

Church administrator(s)

Projected 4 hours of prep and
meeting time for Middle School
Youth Group planning and
prep/Assist with DNP student
needs for activities

$960

Fixed

2 administrator
to work on
bulletins,
operations for
middle school
youth group
and project
implementation

2 admins x
4 hours/
week

$15/hr

Total Requested

$7,680.00

Materials, Supplies, Travel

Cost ($)

Travel Expenses: Participant
support

Travel Expenses for participants to
activity sessions/youth group

$400

Variable

Church
transport van

Materials/Supplies

Questionnaires, flyers, handouts

$100

Variable

Handouts,
bulletin inserts,
foyer flyers, etc.

8 round
trips

$50/trip

1000
pages

$100
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Total Requested:
Evaluation/Assessment
Evaluation & Assessment Salary
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$500.00
Cost ($)

Analysis of project evaluation data:
DNP student time for data analysis,
data finalization, interpretation of
data, correlation to Logic Model
outcomes

$5000

Total Requested

$5000

Operations

Fixed

wages

100 hrs

$50/hr

Cost ($)

Liability insurance

Liability insurance for activities.
Pre- and post-testing of physical
activity.

$200.00

Fixed

Insurance

1 x week
for 2-3
hours for
8 weeks

$100/
month

Equipment for activities

Balls, bats, protective equipment,
darts, hoops, poles, etc.

$300.00

Fixed

Operations

Once

$300.00

Scale (BMI measures)

Tanita Open-box BWB-800S,
refurbished/pre-owned scale

$304.00

Fixed

Operations

Once

$304.00

Stadiometer

HM200P PortStad Portable
Stadiometer

$89

Fixed

Operations

Once

$89

Total Requested

$893
2 x daily
for 8
weeks

$65
/month

Marketing & Advertising
Marketing & Advertising

Cost ($)
Text message reminders for
physical activity. Marketing and
patient engagement. Dependent
upon mobile carrier costs.

Total Requested
Information Technology

$65 /month

$130.00
Cost ($)

Variable

$65/month for
cellular plan to
use for daily
text messaging
and
communication
with
participants for
8 weeks
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OIT Secure Network

Development of network space for
DNP student

$100.00

Fixed

OIT assistance
with setting up
secured
network for
data storage.

Once for 2
hours

$50/hr

DNP student uploads

Upload data to OIT secure network
on Boise State University servers/

$400.00

Fixed

DNP student
uploads to
secured data
network

1 x week
for 1 hour
for 8
weeks

$50/hr

Total Requested

$500.00

Grand Total

$14,867
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Projected Statement of Operations 2019-2020: HPPA Program Middle School
Youth in a Rural FBO
Revenues
DNP Student (in-kind)
Rural FBO (in-kind)

$7,953
$6,944
Total $14,897
Expenses

Personnel
Office Supplies and Equipment
Materials, Supplies, & Travel
Evaluation/Assessment
Operations
Marketing & Advertising
Information Technology

$7,680
$164
$500
$5,000
$893
$130
$500
Total $14,867
Operating Income $30

Statement of Operations 2019-2020: HPPA Program Middle School Youth in a
Rural FBO

Revenues
$8,044.40
$2,256.14
Total $10,300.54

DNP Student (in-kind)
Rural FBO (in-kind)
Expenses
Personnel
Office Supplies and Equipment
Materials, Supplies, & Travel
Evaluation/Assessment
Operations
Marketing & Advertising
Information Technology
Operating Income

$3,360
$145.10
$56.44
$5,000
$709
$130
$900
Total $10,300.54
$0
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Appendix N
Parental Informed Consent

INFORMED CONSENT
Study Title: Implementing a Health Promotion Physical Activity Program for Middle School Youth in a Rural,
Faith-based Organization
Principal Investigator: Karmin Maher-Hasse

Co-Principal Investigator/Faculty Adviser:
Dr. Pamela Gehrke

Sponsor: *Redacted*
Dear Parent/Guardian:
My name is Karmin Maher-Hasse, and I am a doctoral student in the Doctor of Nursing Practice (DNP)
program at Boise State University. I am asking for your permission to include your child(ren) in my
quality improvement project. This consent form will give you the information you will need to
understand why this project is being done and why your child(ren) is being invited to participate. It will
also describe what your child(ren) will need to do to participate as well as any known risks,
inconveniences or discomforts that your child(ren) may have while participating. I encourage you to ask
questions at any time. If you decide to allow your child(ren) to participate, you will be asked to sign this
form and it will be a record of your agreement to participate. You will be given a copy of this form to
keep. The Principal Investigator will phone you to verify your signature and information.
 PURPOSE AND BACKGROUND
Childhood obesity rates have more than tripled since the 1970s. Today’s children are being diagnosed
with adult chronic illnesses well before adulthood, and they experience bullying that leads to
psychological issues. Our county has more obesity than urban counties. The purpose of this program is
to provide children with a few options to assist them with increasing physical activity up to 60 minutes
on at least 5 days per week to improve their personal health.
 PROCEDURES
This project will include an introduction to an exercise app to guide your child(ren) and increase his/her
physical activity in your home setting. A weekly session on Tuesdays just prior to their normal Middle
School Youth Group provides your child(ren) an opportunity to get together with other children working
on similar goals and do a fun activity with me. Children who choose to participate will need to have a
height, weight, and body mass index measurement at the church within 2 weeks of the start of the
project (approximately May 2019) and within 2 weeks of the end of the project (approximately August
2019). Children will also complete a physical activity recall form at each meeting to help track their
activity across the eight week project, and a satisfaction questionnaire to assess how they are feeling
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about physical activity during the project. Attendance records will be kept for the Tuesday meetings,
but no penalties exist if a Tuesday is missed. If you choose not to participate, your child(ren) can
continue in the Middle School Youth Group as normal. Your child(ren) will not be asked to do any
activity that could cause significant injury. Every child can refuse to participate in programmed activities
without penalties.
 RISKS/DISCOMFORTS
Your child(ren) may experience some discomfort during the project. As with any change in physical
activity, your child(ren) may experience some body soreness from new movements. Physical injury is a
possibility as physical activities may lead to bumps and bruises and the occasional sprain and/or strain.
You may stop your child(ren) from participating at any time. No treatment will be administered for any
injuries. The principal investigator will have a cell phone for all activities in case of emergency. Contact
information for you or your emergency contact for your child(ren) will be kept in a folder at all group
activities and within immediate reach of the principal investigator.
 EXTENT OF CONFIDENTIALITY
Reasonable efforts will be made to keep the personal information in your research record private and
confidential. Any identifiable information obtained in connection with this study will remain
confidential and will be disclosed only with your permission or as required by law. The members of the
project team and the Boise State University Office of Research Compliance (ORC) may access the data.
The ORC monitors research studies to protect the rights and welfare of research participants. Neither
your name nor your child’s name will be used in any written reports or publications that result from this
research. Data will be kept for three years (per federal regulations) after the study is complete and then
destroyed.
 BENEFITS
There is a possibility of weight loss and improved health to your child(ren) from participating in this
project. This project may help the church implement more programs to help children initiate and
maintain physical activity levels for improved health and well-being.
 PAYMENT
There will be no payment to you or your child(ren) as a result of your child(ren) taking part in this study.
 QUESTIONS
If you have any questions or concerns about participation in this study, you should first talk with the
investigator, Karmin Maher-Hasse, or her advisor, Dr. Pamela Gehrke, at (208) 426-1651.
If you have questions about your rights as a research participant, you may contact the Boise State
University Institutional Review Board (IRB), which is concerned with the protection of volunteers in
research projects. You may reach the board office between 8:00 AM and 5:00 PM, Monday
through Friday, by calling (208) 426-5401 or by writing: Institutional Review Board, Office of
Research Compliance, Boise State University, 1910 University Dr., Boise, ID 83725-1138.
DOCUMENTATION OF CONSENT
I have read this form and decided that my child(ren) will participate in the project described above. Its
general purposes, the particulars of involvement and possible risks have been explained to my
satisfaction. I will discuss this research study with my child(ren) and explain the procedures that will
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take place. I understand I can withdraw my child(ren) at any time.

Printed Name of Child(ren)

Printed Name of Parent/Guardian

Signature of Parent/Guardian

Date

Phone Number of Parent/Guardian
Email of Parent/Guardian
Please place a check mark by the preferred contact method: email or phone

Signature of Person Obtaining Consent

Date

RURAL PEDS HPPA PROGRAM

87
Appendix O

Verbal and Written Assents

VERBAL ASSENT SCRIPT
My name is Karmin Maher-Hasse, and I am a graduate student at Boise State University. I am doing a
project to help kids get moving this summer to improve health. I am asking you to be a part of this
project because you are part of the *redacted*. This form will tell you a little bit about the project so
you can decide if you want to do it or not.
If you want to be part of this project, I will ask you to increase your physical activity at home to a goal of
60 minutes on at least 5 days per week. I will introduce a free exercise app to help you get moving at
home. You can chose to use it if you would like. You do not need to use it. You will be asked to perform
physical activity at home on at least 4 days per week and meet with me and a group of kids prior to your
regular Middle School Youth group for one hour of fun activities and a few questionnaires. We will also
measure how tall you are and ask you to be weighed on our scale at the beginning and end of the
project. This project will last 8 weeks. While the goal is 60 minutes on 5 days per week, you are being
asked to increase your physical activity to more than you do now. You do not need to do 60 minutes
right away. Start where you feel comfortable. You can stop being in this project at any time. You don’t
have to do any activities you don’t want to do. You can still come to youth group even if you don’t want
to do this part.
Some good things might happen if you participate. You may improve your health and prevent sickness.
You may lose weight and gain muscle. You may make new friends. You may learn about how physical
activity helps you be healthy as you grow.
Please talk about this project with your parents before you decide if you want to be in it. I have already
asked your parent(s) or caregiver(s) to give their permission. Even if your parent(s) or caregiver(s) say
you can be in the project, you can still say that you don’t want to. It is okay to say “no” if you don’t want
to be in the project. No one will be mad at you. If you change your mind later and want to stop, you
can. You can stop at any time.
You can ask me any questions about this project the next time you see me. You can also talk to my
advisor, Dr. Pamela Gehrke at Boise State University, or your parent(s)/caregiver(s) about this project.
After all your questions have been answered, you can decide if you want to be in this project or not.
Do you have any questions for me?
Do you want to be in the project?
For this quality improvement pilot project, the DNP student is requesting demographic information. Due to the make-up of
Oregon's population, the combined answers to these questions may make an individual person identifiable. The DNP student
will make every effort to protect your confidentiality. However, if you are uncomfortable answering any of these questions,
you may leave them blank.
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ASSENT FORM
My name is Karmin Maher-Hasse, and I am a graduate student at Boise State University. I am doing a
project to help kids get moving this summer to improve health. I am asking you to be a part of this
project because you are part of the *redacted*. This form will tell you a little bit about the project so
you can decide if you want to do it or not.
If you want to be part of this project, I will ask you to increase your physical activity at home to a goal of
60 minutes on at least 5 days per week. I will introduce a free exercise app to help you get moving at
home. You can chose to use it if you would like. You do not need to use it. You will be asked to perform
physical activity at home on at least 4 days per week and meet with me and a group of kids prior to your
regular Middle School Youth group for one hour of fun activities and a few questionnaires. We will also
measure how tall you are and ask you to be weighed on our scale at the beginning and end of the
project. This project will last 8 weeks. While the goal is 60 minutes on 5 days per week, you are being
asked to increase your physical activity to more than you do now. You do not need to do 60 minutes
right away. Start where you feel comfortable. You can stop being in this project at any time. You don’t
have to do any activities you don’t want to do. You can still come to youth group even if you don’t want
to do this part. Some good things might happen if you participate. You may improve your health and
prevent sickness. You may lose weight and gain muscle. You may make new friends. You may learn
about how physical activity helps you be healthy as you grow.
Please talk about this project with your parents before you decide if you want to be in it. I have already
asked your parent(s) or caregiver(s) to give their permission. Even if your parent(s) or caregiver(s) say
you can be in the project, you can still say that you don’t want to. It is okay to say “no” if you don’t want
to be in the project. No one will be mad at you. If you change your mind later and want to stop, you
can. You can stop at any time.
You can ask me any questions about this project the next time you see me. You can also talk to my
advisor, Dr. Pamela Gehrke at Boise State University, or your parent(s)/caregiver(s) about this project.
After all your questions have been answered, you can decide if you want to be in this project or not.

If you want to be in this study, please sign. If you don’t want to, please do not sign.

PRINT your name above

Date
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SIGN your name above

Date

Signature of Person Obtaining Consent

Date

For this quality improvement pilot project, the DNP student is requesting demographic information. Due to the make-up of
Oregon's population, the combined answers to these questions may make an individual person identifiable. The DNP student
will make every effort to protect your confidentiality. However, if you are uncomfortable answering any of these questions,
you may leave them blank.
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Appendix P
Attendance Records

Consented Participant Attendance
Number of Participants

Session 1
10

10

Session 2

9

Session 3

8
7

7

6

6

Session 4
Session 5
Session 6
Session 7
Session 8

Weekly Sessions

Attendance Per Participant for All Sessions
8

Number os Sessions

7
Session 8

6

Session 7

5

Session 6

4

Session 5

3

Session 4

2

Session 3

1

Session 2
Session 1

0
P1 P2 P3 P4 P5 P6 P7 P8

P 9 P 10 P 11 P 12 P 13 P 14 P 15 P 16

Participant
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Appendix Q
PDPAR Reported Activities for Medium to Hard Activity

Reported Medium to Hard Activities for at Least 60 Minutes and Percent of Session Participants Reporting Recommended Time
Performing Medium to Hard Activities
% of participants reporting medium to
Session
Reported Medium to Hard Activities
hard activity (≥60 minutes)
55%
 Swim for fun
 Walking
 Jog/Run
 Dance for fun
1
 Other (non-specified)
 Play organized sport
 Swim laps
 Did active game outside
 Ride bicycles
 Lift weights
60%
 Other (non-specified)
 Swim for fun
2
 Jog/Run
 Swim laps
 Travel by bike
57%
 Walk
 Swim for fun
3
 Jog/Run
 Ride bicycle
 Dance for fun
60%
 Walk
 Swim for fun
4
 Jog/Run
 Ride bicycle
57%
 Swim for fun
 Did active game outside
5
 Swim laps
 Travel by walking
 Other (Physical therapy)
55%
 Did individual exercise
 Swim for fun
6
 Ride bicycle
 Jog/Run
 Other (non-specified)
60%
 Dance for fun
 Did active game outside
7
 Other (non-specified)
 Swim for fun
75%
 Walk
8
 Other (non-specified)
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Appendix R
Exercise Reflections Responses

Questions 1, 3, 4, and 8 scored positive responses with answers ≥ 4 on the Likert scale.
Questions 2, 5, 6, and 7 scored positive with answers ≤ 4 on the Likert scale.

% Positive Responses: Q1 Does
regular exercise make you feel good,
glad, or happy?
120%

100.0%

100%

80%

85.71%

75%

80%
60%
40%

71.43%

71.43%

60%
40%

20%
0%

Session 1 Session 2 Session 3 Session 4 Session 5 Session 6 Session 7 Session 8
Question 1

Linear (Question 1)

% Positive Responses: Q2 Describe
the effort it takes to exercise
regularly
100.0%

100%
80%

70%

60%

71.43%

71.43%
57.14%

60%

60%
50%

40%
20%
0%

Session 1 Session 2 Session 3 Session 4 Session 5 Session 6 Session 7 Session 8
Percent Positive Responses
Question 2

Linear (Question 2)
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% Positive Responses: Q3 Do you
think exercise makes you healthy
and prevents sickness?
100%

100%

100%

100.00% 100.0%

100%

100%

80%
60%

71.43%

71.43%

40%
20%
0%
Session 1 Session 2 Session 3 Session 4 Session 5 Session 6 Session 7 Session 8
Percent Positive Responses
Question 3

Linear (Question 3)

% Positive Responses: Q4 How
energetic/upbeat/enthusiastic did
you feel today?
100%

80%

80%

85.71%

85.71%

100.00%

87.5%

80%

80%
50%

60%
40%
20%
0%

Session 1 Session 2 Session 3 Session 4 Session 5 Session 6 Session 7 Session 8
Question 4

Linear (Question 4 )
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% Positive Responses: Q5 How
miserable/discouraged/crummy did
you feel today?
120%
100%
80%
60%
40%
20%
0%

100.0%
80%

80%

71.43%

71.43%

71.43%

60%

50%

Session 1 Session 2 Session 3 Session 4 Session 5 Session 6 Session 7 Session 8
Percent Positive Responses
Question 5

Linear (Question 5 )

% Positive Responses: Q6 Exercising
is a chore.
120%

100.0%

100%
80%

70%

80%

85.71%

85.71%
71.43%

60%

60%

50%

40%
20%
0%
Session 1 Session 2 Session 3 Session 4 Session 5 Session 6 Session 7 Session 8
Percent Positive Responses
Question 6

Linear (Question 6 )
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% Positive Responses: Q7 How sore
did your body feel today?
120%
100%

100.00% 100.00%
80%

87.5%

80%

75%

80%

57.14%

60%
60%

40%
20%
0%

Session 1 Session 2 Session 3 Session 4 Session 5 Session 6 Session 7 Session 8
Percent Positive Responses
Question 7

Linear (Question 7)

% Positive Responses: Q8 How are
you sleeping at night?
70%
60%
50%
40%
30%
20%
10%
0%

60%

57.14%
40%

42.86%

50.0%

60%

50%

42.86%

Session 1 Session 2 Session 3 Session 4 Session 5 Session 6 Session 7 Session 8
Percent Positive Responses
Question 8

Linear (Question 8)
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Appendix S

Adapted Fun and Fit Questionnaire Responses
Before this program:

Participant Responses



Describe how you felt
about yourself

Average/good/very good/great/fantastic (n=5)
Not good (n=1)
I felt I was only comfortable around certain people. (n=1)
*No answer (n=1)



How many times a
week did you exercise?

Five or more days/week: n=6
1-4 days/week: n=3
IDK (n=1)

During this Program


What was your favorite
part?

Games/activity/exercise/activity with friends (n=7)
Water activities: (n=2)
IDK (n=1)



What was your least
favorite part?

Questionnaires/surveys (n=7)
Nothing/None/Not participating (n=1)
Eating a snack (n=1)
Run (n=1)



How many times a
week did you exercise?

5 or more times/week: (n=5)
1-4 times/week: (n=3)
No answer/IDK: (n=2)

After this program:


How will you stay
active?

Exercise
Walks/run
Swimming/sports
IDK



Describe how you feel
about yourself. (Just a
few words).

Good/very good/fantastic/great/confident (n=7)
*No answer (n=1)
Not good (n=1)
*check mark (n=1)



What fun things will you
do? (Exercises)

Swim/run/jump/sports/skateboarding/walks/play with siblings (n=8)
IDK (n=1)
Everything you want me to do (n=1)

IDK=I don’t know
* Indicates an unanswered question or a description of the graphic depiction provided by participants
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Appendix T

End of Program Participant Process Evaluation Questionnaire Responses
Questions
Did program activities match what you expected to
do?

Answers
Yes (70%)

I didn’t know what to expect
Better
No

If no, can you tell me how it was different?
Were you able to come as often as you wanted to
come?
If no, can you tell me what stopped you
from coming?
Was there anything you think should NOT be offered
in the future?
Was there anything you think should ABSOLUTELY
continue in the future?

What would you do differently if you were in charge?

IDK=I don’t know

No (30%)

Yes (70%)

No (30%)

Grandparents died
No
Trips
No (80%)
No answer/IDK (20%)
Activities/fun/physical
activity/exercise/everything
My life
IDK
Nothing (50%)
A moment of silence (10%)
More water activities/more fun stuff/more
activities (20%)
IDK (20%)
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Appendix U

End of Program Clergy and Staff Questionnaire Responses
Question

Comments

Q1: Do you think the physical activity
health promotion was useful to the
middle school youth group?

Responses
Yes (100%)

No (0%)

Q2: Do you think church resources were
used appropriately for the health
promotion program?

“Great way to get
to children/middle
schoolers”

Yes (100%)

No (0%)

Q3: Did the health promotion program
require additional workload to your
already assigned tasks?

“*DNP student*
did great!”

Yes (0%)

No (100%)

N/A

N/A

Q4: If yes, how much more work did the
program require from you?
Q5: Do you think the program was
helpful to the Middle School Youth
Group?

“1000 x yes!”

Yes (100%)

No (0%)

Q6: Was the timing of the program
(immediately prior to the youth group)
appropriate?

“got them calmed
down before yg*”

Yes (100%)

No (0%)

Yes (100%)

No (0%)

Q7: Would you suggest continuing
health promotion activities through this
organization?
Q8: What suggestions do you have to
improve the program?




“Make it longer, they miss it!”
“Like anything, there was mixed (but
generally positive) review about the games
that were played. As time goes on, it is easier
to know what the students like and want and
given more time, I have no doubt that the
perfect games and activities would be dialed
in for this group.”
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Appendix V

CDC Calculated BMI for Participants

Summary of Children's BMI-for-Age Pre-Intervention
Boys

Girls

Total

Number of children assessed:

5

8

13

Underweight (< 5th percentile)

0%

0%

0%

Normal BMI (5th - 85th percentile)
Overweight or obese (≥ 85th percentile)*
Obese (≥ 95th %ile)

60%
40%
0%

63%
38%
25%

62%
38%
15%

*Terminology based on: Barlow SE and the Expert Committee. Expert committee recommendations regarding the
prevention, assessment, and treatment of child and adolescent overweight and obesity: summary report. Pediatrics.
2007;120 (suppl 4):s164-92.

Percent

Prevalence of Overweight and Obesity Pre-Intervention
45%
40%
35%
30%
25%
20%
15%
10%
5%
0%

38%

15%

Percent

Overweight or obese (≥ 85th percentile)

45%
40%
35%
30%
25%
20%
15%
10%
5%
0%

Obese (≥ 95th %ile)

Prevalence of Overweight and Obesity, by Sex PreIntervention
40%
38%
25%

0%
Overweight or obese (≥ 85th percentile)
Boys (solid)

Obese (≥ 95th %ile)
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Summary of Children's BMI-for-Age Post-Intervention
Boys

Girls

Total

Number of children assessed:

3

6

9

Underweight (< 5th percentile)

0%

0%

0%

Normal BMI (5th - 85th percentile)
Overweight or obese (≥ 85th percentile)*
Obese (≥ 95th %ile)

67%
33%
0%

50%
50%
33%

56%
44%
22%

*Terminology based on: Barlow SE and the Expert Committee. Expert committee recommendations regarding the
prevention, assessment, and treatment of child and adolescent overweight and obesity: summary report. Pediatrics.
2007;120 (suppl 4):s164-92.

Percent

Prevalence of Overweight and Obesity Post-Intervention
50%
45%
40%
35%
30%
25%
20%
15%
10%
5%
0%

44%

22%

Overweight or obese (≥ 85th percentile)

Obese (≥ 95th %ile)

Prevalence of Overweight and Obesity, by Sex PostIntervention
60%

50%

Percent

50%
40%

33%

33%

30%
20%
10%

0%

0%
Overweight or obese (≥ 85th percentile)
Boys (solid)

Obese (≥ 95th %ile)
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Appendix W

Pre- and Post-Intervention BMI Comparisons

BMI Changes Pre- to Post-Intervention
30.00
25.00
20.00
15.00

20.33

20.88

19.05

19.00

20.65

20.69

30.82

30.78

19.02

17.86

22.40

21.44

22.02

21.71

20.45

20.49

5.00

24.26

10.00

23.04

Body Mass Index (BMI)

35.00

0.00
P1

P2

P3

P4

P5

P6

P7

P8

P9

Participants
Pre-Intervention BMI

Post-Intervention BMI

Percentile Rank Pre- and Post-Intervention
100.0

*

90.0

*

70.0

20.0

74.6
69.2

30.0

65.4
64.9

83.3
82.4

98.6
98.5
40.8
57.3

80.6
85.1

40.0

89.8
90.4

50.0

84.3
83.2

60.0

93.1
95.0

Percentile Rank

80.0

10.0
0.0

P1

P2

P3

P4

P5

P6

P7

P8

P9

Pre-intervention

93.1

84.3

89.8

80.6

40.8

98.6

83.3

65.4

74.6

Post-Intervention

95.0

83.2

90.4

85.1

57.3

98.5

82.4

64.9

69.2

Overweight = ≥85th percentile & <95th
Obese = ≥95th percentile
* Indicates changes in rank

Participants
Pre-intervention

Post-Intervention

